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INTRODUCTION

The Inspector Gemal investigated the death ébur-yearold Maya Schauerwho diedfrom

abuse inflicted by her foster mother, who is now serving a life sentenddag@®® s mur der .
Mayawasthreeanda-half when she came into care with hemw-anda-half-yearold sister and
oneyearold brother. After a short stay with a maternal grandmother who was overwhelmed by

the care of three young children, @iblingswere placd in a traditional foster hoen Within six
months,the Department placetheir nevborn sibling in the same home. There is no regular
respite offered to traditional foster parents who care for young sibling groups of foster children
under the age ahree The foster mother in this case had biological childrefoof andseven

years old in addition to the four foster children. WiMsgwyaturnedfour, her foster mother began
havingdifficulty with her. Mayawas eventually psychiatrically hospitalized two nmienbefore

her homicide based on the foster motheroés des
verify if the reported behaviors existed across settings at the Stekng@eegarterprogram that
Mayaattended.

The I nspector Grefouad saveré systemit faikies thag@mpromidegad s
safety and call into question the validity of
Additionally, the investigation found that a mental health therapist had handed the distressed
foster mother a controversial, juskience treatment book. The author, a former dog groomer,
promoted radical, pathological methodologies to be used on foster or special needs children. The
young foster parent, overwhelmed withe care of six small chilen, including the stress of

caring for a newborn, appeared to scapegoafdineyearold. May a 6 s e aervedyas ahe at h
impetus for the Inspector General to conduct a systematic investigation into the practice of DCFS
and the DCFS &eeningAssessmentand Support Services (SASSYunded program in the
psychiatric hospitalization of DCFS children agegr and younger. The investigatamsviewed

all available recordsto determine whether epor t ed behaviors l eadi n
hospitalizations were dith valid and reliable. The investigatioalso examined whether
hospitalizations were based &amdamental attribution errors, which occur when behaviors are
explained by internal person@litraits or dispositions buthe environrent in which the

behavios occur is ignored.

Executive Summary

The OIG investigators obtained data from the Office of the DCFS Guardian thirel and
four-yearold wards who had been psychiatrically hospitalized from March 2010, when the
Guardian began tracking the hospitdii@a of young children, through 2012. The data includes
32 children, includingMlaya® Of them, 31children had reports of aggressive behaviors that
contributed to their hospitalizations.

Of the children in this investigation, those who received necessamnanitybased services,
that enhanced prsocial development, fared better.

The I nspector General 6s investigation focused
systems looked at these often traumatized children through developmental and ddelugpsa

! See OIG investigation on death of Maya Schauer (#208TB).



A developmental lens views behaviors in the context of-aggeopriate and normal
developmental struggles, considering the emotional and social competencies of the individual
child and the parent or caretaker. A developmental lens places irtextoommon problems,

such as an e xiuggle with a childpsa rselneteéps asntd bedti me r out
that a preschool child with expressive or receptive language delays may have behavior problems.

A child with communication deficits carasily become frustrated and exhibit temper tantrums or
aggressive behaus. One childfour years and 11 months old, had the expressive language of a

child agedtwo years and 11 monthsle only received 15 minutes ofegzh therapy a week at

school, whichwas hardly effectiveonsidering the obstacles his speech deficit presented-to pro

social skills development.

An ecological approach stresses the importance of placing psychological phenomena in context.
Children are social learners and acquire behatiors faceto-face interactions with parents and
family, and might in turn use what they learned when interacting with peers (Kerig and Lindahl,
2001).

As many as a third of children who come into care have seen or been victims of domestic
violence in thai homes. On¢hreeyearold boy in thisinvestigationcame from damily with an

extensive history of domestic violendée entered foster care after his mother committed suicide

by shooting herself in the headg was on the front pordt the time Prevbus Inspector General
investigations found that children exposed to violence may freeze, withdraw or, sadly, imitate the
aggressor. Some children become protective of family memberfeahd sense of failure or

guilt for not being able to stop the viomn When children are caught in an untrustworthy
environment, they may not have the ability to trust a new environment when ¢hiingtaplaced

in foster care. Yolenceinflicted on children directly andhildre6 s obser vati ons of
arebothtr aumati c situati ons. The young boy who v
suicide never received grief and | oss therap)
communities provided such services.

Approximately 600,0000f the children born m the United States each year may have been
prenatally exposed to alcohdrhese children may suffer from a broad range of difficulties
including longterm health, behavior, developmt, and academic achievemdfize mothersn

this investigationreportedusing substances while pregnant; two gave birth to a substance
exposed infantThe DCFS substance abuse screen does not specifically target prenatal alcohol
use and prenatal health records were not obtained, even for those infants who came into state
cusbdy at birth or shortly thereafter. Neurodevelopmental disorders associated with prenatal
alcohol exposure are a serious public health problem. In all but three cases, the records were
silent on this risk factor. Recent literature suggests the use ofivisupplements (choline,

folate and vitamin Ajo prevent or ameliorate the effects from fetal alcohol exposure

The intense anxiety and fear that often follow a traumatic event can be especially troubling for
children. Some children may demonstrate regjke behaviors such as thumb sucking or bed
wetting, may be more prone to nightmares and fear of sleeping alone, and may see their

2 See OIG publication: Grief and Loss, Spiritual Support and Child Welfare: A Handbook for Hospital Chaplains &
Child Welfare Professionals.
3 SeeAppendix: New Research on Vitamin Supplements



performance in school suffer. Other changes in behavior patterns may include throwing tantrums
more frequently, displayingggressive behaviors, or withdrawing and becoming more solitary.

Preschool children typically display negative emotional behaviors when frustrated or irritable.
The severity of such behaviors varies depending on the temperament of the child. The degree of
difficulty of these behaviors depends, in part, on the individual skill and understanding of the
chil dés 8ome stgdiey Rubdn, 2004) suggesttemporal relationship in which
placement change precedes and may contribute to attachment distrésgy teaincreased
aggressive behavior, which often results in visits to emergency departments and even
hospitalization.

Although admission to a psychiatric inpatient unit may be necessary for management of risks
when communities do not have viable altéwes, Marsenich (2002) noted that no evidence
supports the view that hospitalization leads to {®rgn, positive outcomes relative to other care
options. Instead, we must focus on increasing intensity or quality of services and placements in
the communig for the youngest of our children, including greater collaboration between
hospitals, foster parents, child welfare staff, and community mental health providers to assure
that the best community care is provided in a timely fashion. It is clinically ndsand
ethically problematic for a young child who enters foster care with inappropriate learned social
behavior to be given a mental health diagnosis before the child is given enriched opportunities to
learn presocial skillsin a reinforcing environmentgmedial skills training should be the prudent
course of action by a foster care agency.

Methodology

The investigators divided the 32 children into three cohorts baséteorage upon entry into

foster care. Using an ethnographic qualitative recordewe the investigators documented the

cont ext of t he ¢ hi |tde& bospitaliztien. This cootext incladesatied a f |
reasons the child came into foster care, the level of isolation or support to the fostergachily

whether the child waplaced as part of a sibling grougs well ashe timely use of evidenee

based or evidence supported treatment interventions and strat€geesnvestigation also
determined thec h i | dimvelverdest in early education andecreational or community

actvities. The investigators paid epial attention to transitions, includitige number and length

of childrends pl acement ssofcamwoskermand agencies.r ansi t i

Emerging concerns regarding the effects of psychotropicicaioin on very young children
demandeda deeperanalysis onthe eight children in this investigationwho had either been
prescribed Lithium(mood stabilizer) Risperdal(second generatioantipsychotic)or Depakote

(used to treabdult seizure disorder aradult Bipolar Disorder; used offabel for pediatric

seizurey, or whose records indicated a discrepancy between the prescribing and consulting
psychiatrist. Furtheanalysisalso examined issues related to problems with the administration of

the psychotropic mdication In some casethe foster parent disagreed with medicating the child

and altered ordisecot i nued t he chi |l dé s hemhldfacedaatchaatiohomed n ot |
which was likely, rather than a psychiatric disorder requiring medicatibethe rod cause of

disruptive behaviors



Findings

The investigation found that 94% of the children in tieigortwerenot provided norchemical,
evidencebased interventions before their initial hospitalizati@nly six children in this
investigation did not receive psychotropic medications, although one setig was initially
prescribedthem Contextual assessment afchild usinga Functional Behavioral Assessment
may obviate or at least minimize, the need forotb psychiatric hospitalizatiorand
psychopharmacologic therapy. In the field of psychopharmacology, different providers maintain
differing opinions on treatment strategies for various conditions and behaviors. This study was
not intendedd critique therapeutic choices; its goal isetaphasize the need to rule out less
invasive, and potentially more beneficiahonchemical strategies before turning to
psychopharmacological therapy.

The Need for Ecological and Developmental Assessments

Doctors, especially when prescribing psychotropiedimation for children, must have an
accurate clinical picture. Psychiatrists rely on patients or informed sources for information on
behavior and symptoms outside of the hospital or office setting. For DCFS, tiesdurceis
overwhelmingly foster pargs. There was little evidence of the doctors obtaining additional or
corroborating information from caseworkers, daycare providers, teachers and therapists. Using
only one of these sources may lead to an improper diagnosis and possible inappropriate
mediation, especially when an overwhelmed foster parent provides the information, or when the
symptoms and behaviors described are not placed in a timeline or within a cbhiextoblem

is compounded by the tendency to generalize from extreme but radentsciToo often,

psychiatrists do not k n o w ThdpaythiatdcasseBsménts@id u s u

not include either an ecological or developmental analysis thatdwouk nsur e t hat
response to chaos and or abuse iscactlesslypahologized. Too many assessments relied on a
foster parentdés description of probl ematic
behaviors exist across settings, and failed to considennational Behavioral Analysithat

might obviate the neeaf psychotropic medication. SASS is using an assessment tool for these
young children under agesix, which has no been normed for the age groapd was never
intended to be used for such young children.

Models stressingersonpathology have long domired the study of behavioral, emotional, and
learning problems. Discussions of cause, diagnosis, and intervention strategies make this
apparat. Foster children who deal witinultiple transitions andire exposed toften severe
treatment or negleare espdally likely to be harmed by a strictlgersonbasedpathological
approach.

Lack of context or simple listing of symptoms or incidents can leastaggeratiorof symptoms
and recorded misinformation. Amplification, in turn, can lead to classificatican ligh risk

category that places children on certain trajectories. For exaklples f ost er mot her

caring for three small children undéve, said he wadrying to set the house on fire and
attempting to kill the catli did not actually try testart a fire; he and his sister were playing in

the bathroom where the foster mother had left a lit candle. During play, they tossed toilet paper
near the candle that caught filei alsohad a nightmare about the cat. The foster mother also
reported thahe had been expelled from daycare bigseaof his aggression bQiG investigators
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found this to be false; the foster parent lost funding for employment related daycare when she
could not provide evidence of her sedported homdased busines®When he foster parent

took Eli to the Emergency Department, they arrived aroundrB Medical records note th&di

was jumping on the bed #te Emergency Department and was not moved to the unit until 1:00
am. On April 20, 2010, the attending physiciamts@ request through the Psychotropic
Medication Consentibe seeking approval for Tendgentrallyacting alpha agoni&tertrally-

acting antihypertensiveused to treat adult hypertension and usedff-label for heroin
withdrawal, migraine headacheand gdiatric ADHD). The consulting psychiatrist, asked why
they were choosing Tenex over an antipsychotic when the request came in. The next
communication in the database shows that the request for Tenex was rescinded and a request for
Risperidal was approvefive days later According to hospital record€kli did not require
medication after aland was discharged that same .daly told psychiatric hospital staff that he

was bored at home while the foster mother watched television all day.

The Need for Coliboration and True Integration of Information

This investigation demonstrated a need for a more substantial collaboration between the medical
providers involved in a childés care. There i
children. While col | aborati on bet ween t he Depart ment
psychiatristsand case managers is crititaf the duration of all cases involving serious mental

health concerns and very young children, collaboration is of utmost importanceahintake

and at the 30 day pekbspitalization staffing. While some case files included evidence of
professionals raising important contextual questions or recommending less invasive
interventions, there was no integratiohor documented followp on those recommendations.

With representatives of eagtart o f the chil ddés <carte eatheothem s pe al
discrepancies in their care can be explored and hopefully rectified. More importantly, a true
participatory staffing would ensuraniform revew and compliance with parameters and
guidelines

In addition,the investigation also found thahce psychotropic medication has been prescribed,
there is no required reassessment at specific intervals to ensure that only the minimum required
chemical inerventions are used.

Childrensix and under who are referred to Crisis and Referral Entry Service (CARES) need to
have Specialized Assessments that would ensure implementation of recommendations contained
in this Report and evidendmsed practice. The p8cialized Assessment must include

i nformation regarding the childds typical da
problematic behaviors, and data from multiple sources to determine whether those behaviors
exist across settings, as well as clu@htered collaterals to determine to whom the child feels
special. Supervisors must ensure that that each case manager solicits information from all
caregivers, school staff, and daycare providers and other relevant professionals through a Child
Behavior Checklist. A Functional Behavioral Assessment should be pursued prior to
hospitalizing a young child. Several psychiatric hospitals noted the risk these young children face
on units with older children and the lack of appropriate programing for such meng ghildren.

This suggests that alternatives to hospitalizations should be supported.



The Need for Critical Ancillary Services andupports to Child and Caretakers

Al | of  &ckobl 8dge childrea should be in Heatdrt or State ne-kindergarterprograms.
Children in this investigation, who received necessary commbaggd services that enhanced
pro-social development, fared better. Critical ancillary services include system of care services,
to provide continuity and linkage to the community, gzational, speech or other remedial
therapy, and involvement in extcarrricular activities. Children provided with these resources
were able to significantly decrease both the number of hospitalizations and number of
psychotropic medications. Any treatntemodality must involve the caregiver as well as a
realistic appraisal of supports that the caregiver may nSederal of the children in this
investigation suffered from ever shifting visitation schedules that appeared to ignore the
confusing effects tlee changes had on the children. The number of transitions many of these
children experienakwas inexcusable.

Recommendations

The Department has a heightened responsibility to children who come into their care from high
risk situations.

1. Young children fron families with high risk histories of violence, dodsubstance abuse
and mental illness should receive timely ameliorative and preventive services when they
first come into foster care. Young children from high risk households who exhibit
aggressive belviors should receive first line evidence and in rural areas, preferably
homebased interventionsuch as Parent Management Traininghe Oregon Model
(PMTO), Parent Child Interaction Therapy (PCIT), Incredible Years, and Collaborative
Problem Solving
2. An ecological and developmental focused Specialized Assessment must be used for
children under agsix who have been referred the CARES hotliner for whom the
Guardian receives a request for psychotropic medicaltoe. Assessmershould include
the following:
a. Description of identified problematic behaviors;
b. Ecological and Developmental perspective including prior trauma and neglect
suffered by the child and number of transitions;
c. Corroboration of whether identified problem behaviors occur across settiitlys
Child Behavior Checklist from key Informants includingtirsparents, relatives,
teachersearly education providerand other relevant professionals
d. The ecological and developmental perspective include prior trauma and neglect
suffered by the dld and number of transitiortbe child has encountered;
e. A description of typical day (weekday and weekend)
f. Description of sleep routine; visitation schedules, foster home composition;
g. A Functional Behavior Analysisoftteh i | d 6 s;ande havi or
h. Descripton of nonchemical evidencbased interventions that will be attempted
prior to use of psychotropic medication.
3. The above assessment should be developed with collaboration and shared with all
professionals involved in the childbés care
4. SASS must stop usirtge CSPI on childresix years of age and under.
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5. Children age siand under who are at risk of psychiatric hospitalization must be offered
critical ancillary services, includin§ystem of Care (SOQink-up services, occupational
therapy and extraurricdar activities. The Department with the help of its Medical
Director needs to assure that young wards with aggression problems and speech delays
receive enhanced speech therapy.

The Department must ensure that all therapy provided to our wards is evideack

The Department must ensure thatpaschoolaged wards attend State {kiadergarten

or Head Start programs.

8. The Assessor should sensitively inquire if the mother may have used alcohol prior to her
knowing if she was pregnanBecause recent sties have demonstrated promising
potential in the administration of Choline, folate and Vitamin A both prenatally and for
use with children who have a risk of prenatal exposure to alcohol, the Department should
ensure that foster parents receive a stipendffset the costs of such supplements for
infants and younger children who come into care with any indication of maternal alcohol
use.

9. The Department needs to train foster parents and caseworkers dindirsterventions
recommendeth the Departmeiits consul t i Bapempte Gummarnat r i st 0 s

10. This recommendation addresses personnel issues

11.When a consulting psychiatrist attaches a qualified approval for psychotropic medication,
theDepartmentnust ensure that the qualifications are met.

12.TheGuad i andés Of fice should retain Psychotropi
for wards and ensure that first line treatments, as outlinédlbbye Depart ment 6s ¢
psychiatrist have been provided prior to approval for psychotropic medication.

N o

INVESTI GATIVE REPORT

Medication Management

Although the use of psychotropic medication in a young and vulnerable population is of concern
psychotropic medications in the pediatric poalation are not prohibited. Psychotropic
medications maintain a level of dangard severity among adult populations and have been
studied extensively for safety, efficacy, and long term efféldie. same cannot be said about
analysis oftheir use among the pediatric populatioBiven the logistics, @st, and ethical
concerns raiseth pediatricstudies, thee is a lackof data avdable on the subjecfAs numerous
guestionsaboutthe effects of psychotropic medication in children remain unanswiredse of
these medications with this population requires strict monitoring.

Chaotic Environments

It is inevitable that a child entering foster care will experience some level of stress following
removal from their homeDespite any efforts to keep the transition as seamless as possible, a
certain | evel of st mdagsyche i® undetstaneablelditionally, Gesverad mot i o
of the children reviewed have experienced an exceptional level of stress and chaos in their home
environmentsit can be expected that the exposure to these additional factors would cause even
further behsioral difficulties and psychological effects.
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A substantial amount of research, includamgmal modelsprovideevidenca hat A Chi | dr en
spend early portions of their lives in institutions or those maltreated in their families of origin are

at risk fa developing emotional and behavioral problems reflecting disorders of emotion and
attent i on regul ati ono FduiL oases rof eremplary |chaotic2 ibdsehpld
upbringings serve as examplesthfs fact Jason Liam, Brooke and Gretaall faced intial

upbringings in which the stressful home situations likely influenced #reotionalstate and
subsequent behaviorhese children experienced variety of stressors such as domestic
violence, drug use in the honanddirect physical or sexual abuse

Sever al components of a c¢childdéds wupbringing
tendencies and emotional capacitigkLaughlin, 2010. Several of the children reviewed were
diagnosed withPostTraumatic Stress DisordePTSD); there is sufficiehevidence that trse

c hi | dexpeneldces affected their behaviors and ability to adjust. Jaffee €0aPR)
demonstrated that a disruptive home environment not only leads to a sense of environmental
confusion, but that a lack of routine in the housedo can al so fAunder mi ne c
regulate emotions and behaviom many of the aforementioned cases, and especially the four
presented here, routine and a secure home environment were scarce. It is not surprising that the
majority of these dldren developd behaviors and emotional responses tirate inappropriate

and seemingly unregulate@reta exemplifies this. When her biological motheas granted
unsupervised visitation rights, slimad a difficult time remaining within the edines of he

allotted scheduleand this hd immediate éf e ct s on t he toehfosterdparents b e h av
reported continued difficulties getting her to fall asleep. Even during her subsequent
hospitalizations, it is noted that the child was in severe need ofwegbsiructuren her life.

Psychotropic Medicationsincluding Antipsychotics asFirst Line T herapy

In January 2015, TheOffice of the DCFS Guardian releasedPrescribing Psychotropic
Medication to ChildrenUnda 6 Years in State Guardianshifchematic Sumamy for
Prescribers This document outlinedecisioamaking strategies for treatment of various
psychiatric and behavioral disorders among children within the State of lllinois foster care
system. The guidelines emphasize an evaluation process that sncdaderal options for
therapeutic services prior to consideration of psychotropic medications. Furthermore, these same
guidelines point to numerousther medication options for consideration prior to thee of
antipsychotics such asdpedal.

Consideriig the numerous comorbidities experienced by several of these children, as well as the
multiple overlapping diagnosgthere is rarely definitive treatmentStrict psychiatric treatment
guidelinesare scarcelnstead, various parameters exiit suggedbest practices for therapeutic
considerations when dealing with the involved disorders.

Of the 32 children reviewed, 17 children received an antipsychotic medication at some point
throughout their care. The reported reasons for treatment wighsychoic medications(e.g.
Risperdal, Zyprexa Seroquel and Abilify ), include a range of symptoms and diagnoses.
Associated symptoms include varying levels of aggression, harm to self and others, agitation,
impulsivity, explosive and bizarre behaviors, angoréed fire setting. The diagnoses for
treatment with antipsychotic medicationtirese 17 cases include Bipolaisbrder, Oppositional
Defiant Disorder (ODD), Disruptive Behavior Disorder, Attention Deficit Hyperactivity
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Disorder (ADHD), Adjustment Disordr, PTSD Intermittent Explosive Disorder, Reactive
Attachment DisordefRAD), Impuse Control Disorder, and Moodigdrder.

The DCFS Guardians g ui d e | usefud mararpeteis for adnember of the aforementioned
disorders and symptomBsychotropic maications are nahamedas first line therapy for any of
the conditions in questiorEach of the disorders listed in th@uidelines for Prescribing
Psychotropic Medication to Children Under 6 Years in State Guardian§l@pinclude
indications for both @reliminary screening tool for diagnostic confirmation, as well as first line
therapy consisting of songacticeof behavioral therapyGeneral psychiatric standards of care
echo the need to exhaust evidebesed, noithemical interventions before prebang
psychotropic medicatiorlowever, in thisnvestigationthere was no evidendesed therapy as
first line treatmentor the majorityof thethree andfour-yearolds 30 of the 32 children.

EvidenceBased Resources

All but one (96%) of thehree and four-yearold children hospitalized in this investigation were
characterized by Arepor t e dthree pereemt ealscs displayedt o wa r
aggression to themselves (hdamhging, scratching, biting) and 18% had reported temper
tantrums withsome type of property destruction. However, the behavioral descriptions of the
antecedent events that led to the aggression and a baseline with measures of frequency, durations
and intensity of the aggressive behaviors were not required as part oftiddeassessments of

the children. SASS06s use of the Childhood Sev
not normed for very young children, also compromised the initial assessments of the severity of
the childrends behaviors.

The Departmentontracts with Northwestern University to maintain the Statewide Provider
Database that includes some evidebased resources in lllinoiddowever, review of the
databaserevealed a scarcity of evidenbased services(See map on next pagelhe
Departmat also contracts witha state university foconsulting psychiatrist8UCP) to review
requests for psychotropic medications fo€ES wards. In reviewing thgCP data, there are

many examples othe DCFS Guardian aronsulting physician suggesting that senform of
behavioral therapy be considered or implemented as an alternative treatment option. Similarly,
there are numerous occasions in which the consulting physician questions the use of a specific
medication, and requests additional information befamviging approval for its use. It is
unacceptable that these concerns and questions were not effectively communicated to the field
and to DCFS Clinical who, even more than prescribing physicians, could be facilitating
behavioral treatment and parent tragifor the caregiver. The legitimate concerns of the
consulting psychiatrists have failed to result in meaningful practice change that would require
evidencebased, noithemical interventions to be tried before resorting to psychotropic
medications for veryoung children.

All 32 children in this investigation received mental health services at some point during their
placement in foster car@f the 32 children25 (78%)received mental health services from a
therapist employed through their foster cagerecy. However, records overwhelmingly did not
show that the therapists provided evidebesed interventions.

13
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There are valid evidencdezhsed interventions for aggression anchger tantrums in young
children. These resources include Parent Management Trdinihg Oregon Model (PMTO),
Parent Child Interaction Therapy (PCIT), Incredible Years, and Collaborative Problem Solving.
Only ten (31%) of the 32 children had documentedtigpation in an evidencédased
intervention in their case record.

Five children received evidentmsed mental health interventior@ne of the five Hunter,
received Child Parent Psychotherapy from a foster care agency intern for six months after his
initial hospitalizatiorf. When the intern left the agency, the child was placed on a waitlist at three
different community providersThe case manager documented difficulty locating a male
therapist that would see DCFS wards and accept the medicallbaemaining four children
received evidenebasedmental healttservices from a community agen®f those four, hiree
children receivedraumafocusedtherapy fromAl pha Chi | d.rOaencbils wad omsap i t a |
waitlist for five months before the trauma thpy beganA fourth child received psychotherapy
through a program affiliated with a n n e r  CHospltall Alldive @fsghese children lived in

the same county in a major urban area additional five chidren received behavior therapy and
assessmeritom a certified behavioral therapist.

Functional Behavioral Assessments

Understanding the development of problem behaviors is known as Functional Behavioral
Assessment (FBA). A key component of this type of assessmem@vientingoroblem behaviors

before they occur. Many caregivers deal with problem behaviors by doing nothing until they
occur; after a child displays the behavior, there is a punishment. However, punishment does not
teach new skills; its goal is to stop problem behaviors from occurritige iEhild does not have

other behaviors to draw frortheywillcontinue t o act o ut .behaviorypoditiveme a
or negative, is successful in meeting a need, the behavior is likely to be repeated.

Through a Functional Behavioral Assessmeit lielieved that if those in caregiving roles learn

about the behaviors and know when and what may trigger them, positive strategies can be
implemented to teach new behaviors. Teachers and caregivers can use the information from a
Functional Behavioral Aessment to help a child learn new skills, with the ultimate goal of
teaching children how to manage their own behaviors. Following a structured interview’format
with each child, one can more fully understand problem behaviors, such as where they occur and
what purpose they serve for a child. thorough assessment would include the following:
description of the behaviors; definition of potential ecological events that may #fiiect
behavior(s); identification of daily activities; definition of events amdasions that predict
occurrences of t he behavior (s); description
identification of the Afunctiono of the undes
undesirable behavior(s); definition dfe primary method(s) used by the child to communicate;
definition of what events, actions, and objects are supportive or present challenges to the child;
and development of summary statements for each major predictor and/or consequence.

* Hunter also received behavioral interventions, B@ectional Behavioral Assessmerpage 15
® See Attachment A: Functional Assessment Interview Folfoung Child
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Six of the 32 (19%had a recommendation for a referral for a Functional Behavioral Assessment
with a certified behavioral therapfStJasonattended a prkindergarten program prior to
hospitalization where school staff used stickers as a rewards program to work withevimibe
problems. His SOC therapist also worked withBle¢a Foster Care Agentlgerapist to design a
behavior modification plan for the grandparents to use in the foster home. His SOC therapist also
consulted with an Applied Behavior Analysis (ABA) thaetpvho recommended a music player

with headphoneand visual chartslasonalso received services from a behavior analyst after his
hospitalization.

Shannonbegan receiving services from a behavior therapist after her initial hospitalization in
February BP10. The services focused on assisting with her behavior issues that included
tantrums, aggression, removing her clothing and inappropriate sexual beh8tadfsat her
therapeutic day school utilized a behavior management plan to address elopemeca) phys
aggression, throwing objects and dropping to the grobuaing her fourth hospitalization at
Kappa Psychiatric Hospitalstaff completed a behavioral intervention plan. The clinician
determined thaBhannorutilized physical aggression to gain attentand escape from demands.
The Behavior Analyst provided the foster family with instructions to carry Shannod s
behavior plan in the foster homBuring her fifth hospitalization @ ¢ h i | odpitad stadfs h
assisted the foster family with beharab management strategies amelpedsafetyproof their
home She receivd follow-up from a Board Certified Behavior Analyst, outpatient psychiatry
services and individual and family theraps During her placement in a 9fay diagnostic
program atOmicron Diagnostic Program and Residential Progrataff utilized a behavior
management plan toelp decreas elopement, throwing objectandphysical aggressigandto
increase functional communication, walking unassjstad remaining seated.

Prior to hishospitalization, in the spring of 2009, schetdff conducted a Functional Behavioral
Assessment to assisiunterin managing his behaviors. In April 2018unter participated in a
Multidisciplinary Developmental and Behavioral Evaluation. His psyckiatgferred him for
evaluation to rule out autism. He received diagnoses of Developmental Language Disorder and
Disruptive Behavior Disorder NOS. Recommendations included continued psychiatric care,
behavior therapy with parent training, speech therapyeklyeoccupationaltherapy and
placement in a peehool with a highly structured learning environmétg. continued to receive
behavior services at school after his hospitalizatibhe foster parent enrolledHunter in
therapeutic services athospitatha began, in January 201, provide behavioral serviceBhe
servicehad notbegun priortdHunte® s adopt i on.

Isaachad a Pediatric Psychology evaluation that recommeA@&d training for his godmother

in the spring of 2011 prior to his fir$tospitaliation; however, there was no evidence in the

record that his godmother ever received the recommended training. After his hospitalization, a
community agency therapist provided the foste
the foster home. In eéhfall of 2012 after his fifth hospitalization, school staff developed a
behavior system that would be given to the godmother daily. After being removed from the home

of his godmother, his new foster mother designed a rewards prograsadecthat allowedhim

to put an item he wanted on layawagt he could bugfter he earned enough green days.

® The Behavior Analyst Certification Badhttp: //www.bacb.com) provides a search function on their website
allows consumers to locate a Certified Behavior Analyst by zip code.
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During his third hospitalizatignin March 2012,Flynn participatedin a neuropgchological
evaluation. Theclinician recommended that a Behavior Specialist Teamduct a functional
analysis in his home and design a behavior program that focused on reducing his aggression and
increadng his social skills After his discharge, he received individual therapy from an agency
therapist who noted using both play anttherapy techniques to process his past trauma and
help him engage in positive relationships.

In the spring of 201while receiving intact family servicegjonaparticipated in an evaluation
with Lambda Community Mental Health Providédne of the reaomendations included a
Functional Behavioral Assessment. There was no documentation in the recdribtizetver
participated in the recommended assessment.

Sleep and NorChemical Interventions

Twelve (38%) of the 32 children were described as havingpstdated problems: difficulty

with initiation and/or maintenance of sleep, nightmares, or night terrors. As a result of these
reported difficulties, the first line of documented treatment for 11 of these children was
medication. Four of the 12 childrenwere prescribed Clonidindcentrallyacting alpha
agonistcertrally-acting antihypertensivegpprovedto treathypertension and used débel for
pediatricADHD) on a longterm basis for difficulties related to sleep ama of the 12 were
prescribed bottClonidine and Melatonin simultaneously. Four other children were prescribed
medications for sleep only while in the hospital (Clonidine, Benadryl, or Trazodone), however,
one of these four children was prescribed Benafigdt generation antihistaminemotion
sickness, and insomnia medicatidioy sleep following hospitalizationOne was prescribed
Melatonin only.

Review of the case records revealed no information regarding sleep hygiene, bedtime routines,
and how the home environment may contribute lé@s difficulties. Often the records noted

Asl eep doswiut hamdt f u r dnsuling psgchigirista adaressed mancer@s
regarding sleepn 12 of the casesThe concerns included etiology of insomnia, treatment of

related issues such as gleapnea, and sleep routinEor example,Xandeb s prescribi
psychiatrist requested 50 mg of Benadryl for issues related to insomnia. The consulting
psychiatrist approved the medication for seven days with the following notes:

The 50 mg dose is a maximudose for a severe allergy reaction. There is no
good guidance for a dosage for a youth under 12 for insomnia. More information
needed. What is the etiology of the sleep disturbance? The patient is massively
obese for his age (well over the 100% for BMDpes the patient snore? If so, he
may have increased respiratory load or even sleep apnea which could account for
all of his symptoms including the lack of concentration and impulsivity. Does he
have enlarged tonsils? This information is necessary sirecgdtient is being
treated symptomatically and diphenhydramine might actually worsen his ADHD
symptoms by exacerbating his sleep problems. | need the answer for this. Also, if
not done already, let's refer this one to DCFS Clinical as this is an extrieigiely

risk case.

" Perry was reported to have trouble sleeping prior to his first hospitalization but was not prescribed any medicatio
for sleeprelated difficulties.
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During the 3@day DCFS Clinical meetingfterilsaa® s i ni t i al hospitalizat
a prescription for Clonidine to address sled@ Clinical Convener noted concerns about the
fourryearol d6s sl eep routine. The Convener noted

Sleep deprivation may also be affecting his behavior during the school day. The
worker and pediatrician should address this issue with the worker developing a
sleep hygiene program fdsaac The foster parent should assure that Ideac
abides by thsleep hygiene plan

The record did not indicate thitaa® s sl eep routine was addressec
did it indicate that the case worker askeda® s pedi atri cian to discus
parent.

SASS INITIAL SCREENING AND REFER RAL PROCESS

The Department contracts with Screening, Assessment and Support Services (SASS) to assess
the immediate mental health needs of wards to determine whether the needs of the ward can be
met with communitybased services or if psychiatric hosp#ation is necessaryf psychiatric
hospitalization is deemed necessary, SASS assists case managers in monitoring care while the
ward is hospitalized and assists in developing and implementing appropriate level of care post
hospitalizatiorf

The Crisis ad Referral Entry Service (CARES) is the initial point of contact for a ward in need

of mentalhealth assessment services. CARE3$nakean initial determination as to whether a
wardodés i mmedi ate ment al heal tréferrab oeasnunityan b e
servicesor whethera ward is in psychiatric crisis that requires immediate referral to a designated
SASS provider for screeningSpecific case information, including treatment iaémtions and

unusual incidents orevents i s r e c or dbabedireportiBgsBierd. we

The level of response to a ward in need of mental health assessment initially depends on whether
or not CARES determines that a ward is at risk of psychiatric hospitaliz&mmwards

potentially in need of psychiatric hospitation, CARES provides SASS with preliminary
information about the nature of the crisis within 30 minutésn | ess t he <chil d a
physical location presents immediate danger requiring relocadid®ASS Qualified Meat

Health Professionals (QMHR)r a mental health professionaider the supervision of a QMHP,

is required to meet with the child apdrform a facdo-face screening and assessmeitiiin 90

minutes. This includesChildhood Severity of Psychiatric Illness (CSPI), mental status
evaludion, evaluation of ability to function in environment and daily life, assessment of degree

of risk of harm to self, others or property, and the viability of less restrictive resources in
community that can meet the childds ment al he

SASS workes utilize the CSPI, a decision support instrument, along with other screening and
assessment information when deciding whether the use of community services or hospitalization

8 Department of Healthcare and Family Services, DCFS and Department of Human Services fund SASS. Any child
eligible for public funding under these three programs is eligible for SASS services. A referral to SOC sdltvices wi
also be made by CARES for DCFS wards in crisis.

° There are 44 SASS agencies in lllinois; calls are referred to an agency based on where the ward lives and the Local
Area Network (LAN) map which identifies geographic boundaries for lllinois.
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will meet the immedie mental health needs tbfe child. The disposition of seening has to be
documented on a CSPI summary form and completed within four hours of CARES referral.
Response time and case disposition are required to be reported within five calendar days by
entering info into the webased reporting system.

Intervention and Stabilization in Community

I n cases where a childds ment al heal th needs
SASS crisis intervention and/or placement stabilizasienmmediatelyprovided to stabilize the

chil dés behavioonditoh. SASS aolladrabes with theassigned caseworker to

develop, coordinate and implement outpatient servibes arefocused on resolving crisis
presentation and heim prevent further occurrenceSASS workers are required to make
follow-up appontments within 4&ours after initial screening and assessm&#ASS also

determins if a child is already receivingnental health serviceend notify other providers and

case workers ofhe screeninglf less restrictive resources are determined to 8tithmediate

needs of the child, the familg to be provided with an emergency number to access SASS at all
times.

Psychiatric Hospitalization

If the SASS screening deteni nes t hat a eymptdmg ars se\e® lerowgh mr s o0
warrant psychiatrichospitalization SASS notifiest he war ddés case nmsanager
hospitaizationand transportation option§he SASS worker participates in admission evaluation

and ensures that no ward arrives unaccompanied at the hddpaaladmission, SASS prinles
hospital staff with a completed CSPI summary
hospitalization.

During the hospitalization, SASS workers collaborate with the case management agency for
intensive treatment and support options which maynbeded to maintain padmission
placementSASS is expected to offer mental health and/or other intervention services to support
chil dés | evel of f While thé ahildiisnhgspitalifet the madhigsakcftrar g e .
SASS is to evsalluiavwien gt her rcahigledne nt and assess
willingness to support and n3ABSig redponsible ioe ¢ hi |
encouraging andsupporting caregiveros participation
planning. SASS offers supportive services to caregivers in order to support participation in
developing individual treatment plan

Collaboration with all participating providers is expected in appropriate discharge plasmihg
SASS workers participate and provide doeunmtation in every 7Rour staffing throughout
hospitalization and dischargin collaboration withthe assigned caseworker, SASS visits the
child during hospitalizatiorand preparegor posthospitalization placementn collaboration
with the caseworkerSASS coordinates and/or provides mental health interventions up to 90
dayspostdischarge

Discharge from SASS Services

Children aredischarged from the SASS program through an eligibility discharge or service
discharge.Eligibility discharge occurs wheh h e ¢ h-dalysdeg&psre adno extension has
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been authorized either automatically or through demonstration of clinical need as requested by
t he chil doés S&vic§ @schargeasvdetermimed by the provider and does not affect

t he ¢ hi lide @lgibilig,t unléss expiredService discharge occurs whehe SASS
provider determines there is no further clinical necessity for SASS ser8ieesce discharge

can also occur if the child is no longer available to receive services or refusessservic

Within 72-hours of SASS discharge, SASS completetoaing CSPIwith the expectation that

there has been demonstrai mpr ov e ment in the <c¢childds over
below). The SASS provider coordina®ith participating providers (tiuding the caseworker)

involved in continuation of mental health services, before being dischargedhe@mogram At

discharge, SASS completa written Discharge Summary describing the type, quantity and

outcome of SASS s er vciugentstatassandweatment racomnterdations.h i | d
Within 10 days of discharge, the Discharge Summary should be forwarded to providers
participating in the childbés treatment.

Childhood Severity of Psychiatric lliness (CSPI)

The CSPI was originally developed 1995 as a decision support tool for case managers and
clinical decisioamakers, to provide for the structured assessment of children with possible
mental health service needs along a set of dimensions found to be relevant to clinical decision
making. A revised version (CSP3.0a) was implemented in 200@nd wasdeveloped in
collaboration with theDCFS Department ofHealthcare and Family Services (HFS), ahd
Department oHuman Services (DHSThis revised versioallowedfor the rapid and consistent
communication of the needs of children experiencing a crisis that threatens their safety or well
being or the safety of the communi#y.primary goal of this tool iso assess appropriate use of
psychiatric hospital and residential treatment services acohider those dimensions crucial to
good clinical decisioimaking for expensive mental health service interventidhe.form serves

as both a decision support tool and as documentation of the identified needs of the child served
along with the decisionmade with regard to treatment and placement at the time of the'@risis.

In an interview with the principle developer of the CSPI, he reported that this tool was designed
and validatedonschcalge chi l dren and was fAnevegertemen co
five years.As such, using the CSPI as a crisis decisi@king instrument for théhree and
four-yearold population is not appropriat€he principle developeecommended utilizing tools

that are evidenebased and embed an early developmsentiél, emotional, and behavioral)

frame of reference (e.g. Ages and Stages Questionnaire: -Gooidional).lt may be necessary

to construct a different protocol for childreiive and younger that allows for multiple
observations of these childrencluding during peak times of misbehavior and across settings

with key informants, rathéghan a limited SASS assessment.

91n orderto enhance the reliability of the CSPI, anchor points have been designed to facilitate the translation of
levels of each indicator into four action levels. It should be noted that these anchor points represent guidelines. Since
it is not feasible to exhatively define all circumstances that might fit a particular level, the assessor may use some
clinical judgment to determine the rating when no clear choice is obvious. This judgment should be guided by a
decision on the appropriate level of action reqiiifer the specific indicator. It is intended to be completed by the
individuals who are directly involved with the youth.
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Onekey objective othe CSPlis to further communicatiobetweerthe child, thefamily, and the

y 0 u tS®@ Gonsistency and reliabilitgrecritical. Therefore, formal training is required prior
to any staff completinginy tool based on an actual crisis assessmBEm. Inspector General
found that the practice and test vignetteshe training materialslid not reérence children
youngerthan 11 yearsld. Additionally, none of the childrem the training materialgvere in
foster care or had been irved in the foster care system.

Psychotropic MedicationApproval Process

Psychotropic medicationprescribed to DCFS wardequireconsent fom the DCFS Guardian
beforetheycan be dispensed. The Guardian has establish#ta state University Bpartment

of Psychiatrya Psychotropic Medication Consent Line overseeh ltye Uni ver si t yos
Psychiatry Program (UQRandits Director The UCP program receive1100-1200 medication
requestgpermonth in addition to reviewing approximately 300 emergency medicetoitents

OIG investigators met withthe Assistant Directowho reviewed the process of obtaining
consent.

Prescribing doctor faxes
request to Guardians Office

Request is assigned to a UCP
Research Assistant (RA)

Request assigned to a UCP
consulting psychiatrist for
approval

e Automatically forwarded to a state University
consulting psychiatry program for review by consulting
psychiatrist

*UCP RN reviews request to assure there is a stated
rationale for medication request

*RA reviews the request to determine what information
is missing

*RA contacts the prescribing physician, nurse,
caseworker, placement or foster parent for any
outstanding needed information

*The psychiatrist may approve the request, modify the
request (dosage or medication), request more
information, or deny the request

¢|f more information is needed the RN contacts the
prescribing clinician, entering the information into the
comments section of the database kept by UCP;
request approved by consulting psychiatrist

Upon approval byhe consulting psychiatristhe Assistant Director ampletes a final review of

the request and sends a pdf file to the prescribing physiti@nAssistant Directoshared that

the turnaround time for the consents averages four hourémminutes for ipatient requests

and eleven hours (working time) for outpatient requé$tsvever, the consultation process can
exceed the average time when the consulting psychiatrist requests further information from the
prescriber.
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During the approval procesthe dotors will reviewdiagnosis, symptomsndother medication
provided. The consulting psychiatrist reveewhetherthe medication requested is appropriate to
treat the symptomsyhetherthe dose is correct for the size of the chiltietherthe request is fo

a first line medicationand whethemlternative treatment has been providéte Assistant
Director pointed out that many of the requests are for medication to help with sleep so the
consulting psychiatrists may ask about sleep hygiene or routinesasésdatithbedtime

The Assistant Directoreported thathe UCPmaintains its own database to track the process.

The program produces quarterly reports for the DCFS Guardian. Thesatasaexpanded over

time as they have determindtiat morefields of information are necessaryFields include
diagnosis, symptoms, height, weight, contact response, discontinued medieatibrRN
Comment. For exampleéhey added a field for recommendations for treatmer2011 The
database includes notes entered bycthresulting psychiatrist. Any questions or concerns going

into consent are faxed to the prescriber and then emailed to the case manager. A message board
was added to the database to capture information about the kinds of questions answered. They
have a boxhat can be checked by the consulting psychiatrist indicating comments that should be
reviewed. They haverecently been working with the Department of Healthcare and Family
Services as a way of determining other medications the child may be prescribegl.iSTho

formula for renewals or second requests. She did note that having six different dostms

there may be timeat which continuity is lost, as a child with multiple requests has various
doctors reviewing their requastAs suchthey have creatl awatch listfor children who have

several requests $loat onlythe Directorreviews those cases.

The Assistant Director ran queries of their database on the 32 children being revid®ed.
investigators foundhat UCP staff documentedontacts with aseworkers, placement, nses or
prescribing physicians, armtcasiondy foster parentsThe database includes a coemh field
for notes from the R8Il or physicians for their internal use in tracking patients. At tithese
commentsncludedquestions rgarding the choice of medication or treatments.

The Assistant Directareported that the program asldressingoncerns witlthe prescription of
psychotropic medication to children under the agesigfby producing specific guidelines.
Resourcesvere spedically allocated for the development of formal guidelinesJune 2013

The Assistant Directomformed OIG investigatorshat the guidelines include two forms: a

fl owchart titled APrescribing Psychotta®pi c M
Gua di anshi po -pangle atnabéieghtti t | ed AGui del i nes 1
Medi cation to Chil dr eematitJsurdneary. SBe stétedattfatschildreni t h a
undersix years theyfrequentlyaskquestions about alteative treatments arattemptto capture

the answersan the comments field of the databa$ée guidelines were distributed to providers

on January 26, 2015.

The guidelines note that psychotherapeutic trials, parent education, specific psychotherapies and
diagnostic assessntsnshould be utilized as first line treatment, and medications added as
second, third and fourth line treatmer®G investigators reviewed the databasdriesfor the

children identified in this investigation. Although there were some indications tlyatcpans
askedabout possible first line treatments, there was often no indication in as to who waerasked

if the information was received. Though the guidelines were not in place until 2015, it was
reported that these wei@mally in developmensince2013 and informally for years before.
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The Guardiands Of f i, oneoccasopereive a dotetfrond@P akdodt ey d o
concern or guestion. The Guardiandés Office w
Clinical, but it is expected that/CP would obtain answerdy contacting the prescribing

physician prior to approving medicatiobhe Assistant Deputy Guardian explained thi&tP has

research assistants contact prowdeand workers so questions can be answered prior to
medicationapproval.Children under the age dfix arealsoto be referredoy a DCFS Clinical
Psychologistto one of three continuity of care clinféswvhere availableor to an identified

provider (psychiatrist)to assure consistent oversigfiithe program supplements the Meditai

payment to psychiatrists with the expectation that they will work closely with other providers

and case management services to explore treatment olpéipmsdmedication.

DCES Clinical

For all psychiatrically hospitalized DCFS wards age 12 and ubdefS Clinical automatically
becomes involved i n t haedcoodudtsl pdsbospitahizatiorpstaffiregd i z at i
(i.e. 30day post discharge; 9y post discharge, and quarterly thereaffEinge goal of these

staffings is to determine if the diharge and followup recommendations are being followed and

remain consistent with the presenting problefitse clinical staffings also work to ensure the

child receivesappropriate services to prevent readmission to the psychiatric hospital.

These staffigs are designed to be mudlisciplinary meetings to communicate and plan
interventionsbutt hey are poorly attended by arkatgsn col | a
uninformed.Agency staff members, including supervisors, usually attend the mebtihgse

often unable to provideecessarynformation such as therapy reports, Individualized Education

Plans (IEPs), behavior logand medication logsk-oster parents attend less consistenily.

times, agency staff has not offered pertinent informat@n.exampleAidenb s f ost er par e
a recent indicated child protection investigationdbuse ofA i d esix-gearold foster sibling.

The caseworker psented the incident as benign althodgh child was pulled off a bed and

dragged 20 feefhe rert was not brought to the staffing or sent to the convieskarehand

It is imperative tcsufficiently assess if discharge recommendations are being followed and if the
referred services are helpinbhis would allow the staffing participants to havéut picture of

t he c hitionhgdas both hame and swbl or daycare.Informationabout a typical day in
the household should lgatheredincluding theactivities the childparticipatesn, whether there
appeas to be structure and consisten@nd whether there ardarriers to the foster parent
facilitating interventions The convener should know if the child is in school, daycare
recreational activitiesand how the child behaves in those settifigs. also important to know if
the behaviorshat necessitated the hospitalizatibavedecreasedBecause many of the children
who are hospitalized arereported to have sleep problems, sleep routines shaighl be
addressedLack of informationmayresult inless specific planning andayincreasehe risk of
hospitalization.Clinical conveners also ladke authority to enforce recommendationghich
makesthe possibility of nofollowing the plan more likely.

" The program focus on children undgx began in January 2015.
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CHARACTERISTICS OF CHILDREN IN INVESTIGATION

Entering foster care can be confusing aedry.Of the childrenin our sample, 2269%) were
removed from their homes between the ageasvofand fouryears.Given their young ageit is
likely the childen did not understand whthey weretaken out of their honseand away from
their mothes andor fathes. They werethen placed into a new home with new rudes new
caregiverslt is quite common for a child to experience a wide rangenadtionsand behaviors
asthey makethe transition into foster car&ome examplesiclude aggression, withawal or
depressionregressn (i.e. baby talk, bedwettinghappropriate affection towards strangers (i.e.
too affectionateor too distant andearful), anddifficulties in school It is imperative that those
assessing and working with children in a tiroé crisis understandvhat behaviors are
developmentally appropriatend whabehavioral issues are a resulttduma’?

According to the Handbook for SASS Services, Chapter GMIA0 Policy and Procedures for
Screening, Assessment and Support Servitbee S ASS provider is to det
exhibiting symptoms and behaviors that present a danger to him/herself, others or property and
the child cannot be managed safely and appropriately with intensive crisis intamvant
stabilization sendes ina less restrictive settinglf so, the handbook instructs the provider to
facilitate an inpatient admissiofo provide data that would offer a better understanding of these
chil drends me,nAl@& investigatard lboked meree-wepth atthe decision to
hospitalize.As the decision to hospitalize is predominantly a matter of risk appraé$al
investigators divided 3% of the 32 children intothree separate categoriémsed on the
documented reason for hospitalization and the reportekl bshaviors related to the
hospitalization Crisis, NonCrisis,andDoctor Recommended.

Crisis'*

Seven of the 31 children (23%) were hospitalized based on an immediate, currenfArisis.
sevenchildren exhibited physically aggressive bebay at the timeof assessmenkicking,
punching, spitting, throwing furniture, headnging,or jumping out of moving vehicle©ne of
the seven children also expressed suicidal ideation during the assessment.

Non-Crisis®®

Nineteenof the 31 children (61%) did not appea be in crisis at the time of the CARES/SASS
call thus psychiatric hospitalization wagot appropriate.Records indicatethat they were
hospitalizel based on escalating behaviargl not behaviors that signified an immediate danger
to themselveor othes. In five of the 19 cases (26%the CARES line was called the day after
the behaviors were observedne child was taken tthe emergencroomfor reported suicidal
andhomicidal ideation the night before he was admitted for hospitaliz&ecords inctate that

12 see Attachment B: Characteristic Behaviors of$thool Aged Chiren

13The OIG examined 31 children; the remaining child was hospitalized prior to becomarg af the state

14 Defined by OIG as the child being in immediate danger of hurting themselves or others and witnessed during the
SASS assessment.

15 Defined byOIG as the child not being in immediate danger of hurting themselves or others and behaviors were
not withessed by the SASS worker. Behaviors were typically noted to have occurred hours or days prior to the SASS
assessment.
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in a therapy sessioapproximately one week earljdre picked up a toy gun and pretended to

shoot himself in the head and falltothe flobn.i s chi | d 6 s fnothehead andheot he
was witness to her suicide, ytbis was never explred in his therapies nor did legerreceive

grief counselingHis reported suicidal statementsgardeda desire to bewith his deceased

mother.

One child was brought to a community mental health center by her grandmother in order to
obtain weekly thenay servicesRecords indicate that tHfeur-yearold child, her grandmother,

and another i nfant i n t he ¢tweandahalfthbussrinGtlee car e
waiting area before being seen by an intake staff merfiberchild became increasiyglestless

during thewait, and begamunning around the waiting room, playing with the water fountain,

and hitting and biting her grandmoth&rgency st aff reported that ¢t}
and uncontroll abl ed an drhigyeupgichils tvas thendorc&AoSMVait a s s e
another hour, for a total dfireeanda-half hours, befor&SASS evaluated her

SASS assessed @her child after the maternal grandmother reported thatdheyearold

slapped heonemonthold cousin, touched dibgs inappropriatelyand put a razor blade in her
underpantsThe SASS worker documented that t he <chi
herself or otherso but noted that Henahergr andn
granddaughtehad been @mitted to inpatient psychiatric care several days ealllieg maternal
grandmother wanted both girls to be hospitalized togdther he h o s pididadtdlev pol i ¢
placement of sibling®n the same psychiatric uniés a result,her granddaughtewas not
hospitalized on the day of the assessment but approximately 72 hours after the evaluation, once a
bed at a different hospital became availablespital staff documented that while hospitalized,

she did not exhibit any problem behaviors, includingragsion or sexual behavior&fter
approximately three days on the usihewas transferred to a medical ufot treatment oktrep

throat and discharged from the hospital two days later.

While two of the 19 children exhibited difficult behaviors dgrithe SASS assessment,
documentation notethat theywere cooperative and able to bedigected. Two other children

were taken t@nemergency room by their foster parefuisreportedly increased aggression and
dangerous behaviors in the home and diyeatimitted based on these repof@se child was

assessed by SASS at school and determined appropriate for hospitalization after reports of
Auncontroll abheowigygg estc e ms, ki ckingHavaver, t hr e a
the SASS workerdescrbed him as fAcal mo at the time of t
normally without undi viCdneratytaSASSEpnoteduwemedfthevar d h
19 children was hospitalizeafter a SASS pine evaluation.

Doctor Recommended

Five of 3L children (16%) were hospitalized at the recommendation of their psychiatrist,
primary care physician, or developmental pediatrict@ne threeanda-half-yearold child was
hospitalizedfor selfFharming behaviors observed while at a psychiatric appeimtnshe was
banging her head and picking her fingers until they bdetbther child,four-anda-half years

1% These four sections do not@bB2 as one child in our sample was hospitalized prior to becoming a ward of the
state.
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old, was recommended for hospitalization by his dgwelental pediatrician based on the foster
p a r ereportéokincreased violence and destructiothe homeNeither the pediatrician nor the
SASS worker observed these behavidksthird child was hospitalized following a SASS
assessment in which the treating psychiatmgio was consulted as part of the evaluation
endorsedhospitalization foincreased behavior problems.

Two childrerd s psychiatri st s hosikalizaiondbectalsedoimedication f or
issuesOnechild was prescribed Risperdal and Ritgstimulant used to treat ADHPprior to
hospitalization, buthis psychiatrist wantedo discontinue these medications and prescribe
Focalin (stimulant; used to treat ADHDgnd Trileptal(approved to treat partial seizures, used
off-label to treatadult Bipolar Disorde) instead The psychiatrissubmitteda requesto the
Psychotropic Mediation Consent Linbutwas denied; the consulting psychiatrist recommended
Lithium and Depakotenstead Thec hi | dds psychiatri st did not
Lithium or Depakote t@ four-yearold on an outpatient basiso the psychiatristecommended
hospitalization.The second child was also prescribed Risperdal, although his psychiatrist was
weaning him from this medicatioithe child became increasingly aggressdigingthe process

and was recommended for hospitalization to stabhis synptoms and medications.

ANALYSIS OF SASS DECISION TO HOSPITALIZE

m 0 Deflections
10

10 M 1 deflection

= 2 Deflections

33 Deflections

NUMBER OF CHILDREN
[e)}

2 2 2 2
2 1
3 =
0 T T 1
Crisis Non-Crisis Doctor Recommended
Classification of Psychiatric Hospitalization
Deflections

Twelve of the 31 children (29%) were hospitalized after an initial SASS screening, with only two
(17%) being considered in immediate crislHve of the 12children (42%) received no
behavioral or mental health serviga®or to their hospitalizationln other words, the first line of
treatment for five children was psychiatric hospitalizatiohthe remaining 19 children, 10 were
hospitalized after one deflection, five were hospitalized after two deflections and évar w
deflected three times before initial hospitalization.
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Family Risk Factors

There are a wide range of factdtsat contributeto the likelihood ofa child developing
externalizing behaviors and psychiatric disorddési ol ogi c al par eands 0 me
substance abusmer i sk f actor s t o Eaposurh ioldaméssic viblenweghl o p me n
poor maternal mental health has also been associated with high rates of externalizing and
aggressive behaviors in atien.Among these 32 childreparentalrisk factors includednental

illness, substance usand domestic violenc&he OIG alsoassessed overlapping risk farst,

identifying two childrenSeanandZoey, who came from families with all three risk factdfs.

Parental Mental lliness (22)

Among our sample, 22children (69%) came from a home where at least one parent had
diagnosed mental illness Three of the 22 children came from a home where both parents had
diagnosed mentalillness The parent sd -olaaDisordes @3, Depssion ud e d
(8), Axis Il Personality Disorder (4), Schizophrenia (4), Anxiety (3) and PsychosEl¢tYen of

the parents were nezompliant with their psychotropic medt@an and mental health services

and 14of the parenthiad themselvesxperiencegsychiatic hospitalizationNine parents had
documented suicide attemptsye parent with mental illness committed suicide while her child
was on the familyodés front porch.

Parental Substance Use (19)

Nineteenchildren (52%) came from a family where at least gragent was substance abuser.
Six childreneachhad one parent who was a p@lbstance user and six came froomes where
both parents were polsubstance user€ight parents had drug convictionsive mothers
reported using substances while pregnaw; gave birth to a substanre&pacsed infant.

The DCFS substance abuse screen does not specifically target prenatal alcohol use and prenatal
health records were not obtaine¥en for those infants who came into state custody at birth or
shortly thereafterNeurodevelopmental disorders associated with prenatal alcohol exposare
serious public heditproblem. In all buthree caseghe records were silent on this risk factor.
Recent literature suggests the use of vitamin supplements (choline, folatétaanoh A) to

prevent or ameliorate the effects from fetal alcohol expdéure

Domestic Violence (15)

Fifteenchildren (47%) came from a home with reported domestic violéh&even came from
a home where law enforcement responded to domestic violetatedrecalls.Four parents
obtained an Order of Protection against a husband or paraifoee children, two of whom
were sisters, had a father with a conviction for domestic battery or domestic dbuse.
children from Cohort Three reported witnessiungence in the home

" For a discussion of the childresee Zoey on page S4d Sean on pag®6

18 See AppendixNew Research on Vitamin Supplements

¥ The presence of DV was determifedy chi | drenés reports of witnessing Vioc
the home for domestic violence, orders of protection or criminal convictions for violence to family members and
recommendations for services to address domestic violence.
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Reasondor Psychiatric Hospitalization

Review of the psychiatric records for all 32 childrerthis investigatiorrevealed more than one
reason for a chil do fll bptooyechid washaspitalizedh forecipbititiga | 1 z a t
some form of physical aggression towards oth@fsthe remaining 31 children, sevdid not

exhibit aggression on the hospital ufli€ive children did not have any reports of aggression or
negative behaviors in the educational progfan®ne four-yea-old did not exhibit any
aggressive or negative behavi@isherin his preschool program or while in the hospitéle

lived with his grandparentqut he was removed frontheir homeafter six child abuse and

neglect investigationagainsthem one of wich was indicated

Reasons for Psychiatric Hospitalization N=32

Aggression towards others (parents, caregivers, siblings, peers,
animals, including homicidal ideation)

Aggression towards self (head banging, hitting, scratching, etc.) 17

Suicidal Ideation

Property Destruction (foster home or school setting)

Fire Setting

Sexual Behaviors

2
6
Sleep Disturbance 2
2
2
3

Hallucinations

Pathologizing Behaviors

Young childrenexhibiting emotional upset, misbehavjand learning problems are comnhp

assigned psychiatric labels that were created to categorize internal disétdessver, the
problemsthese children exhibit areot necessarily rooted in internal pathologyvironments of

abuse and neglect, chaotic households, and lack of appeopriate s ponses t o a chi
can allcontribute tothese undesirable behaviors. Caregivers also appeaosériate a variety

of behaviors such dse-setting and sexual behaviors.

Fire Setting

Two children were psychiatrically hospitalized in parte cause of Afire sett
However,a review of the evestrevealedthat the childen lacked intent or determined action

The first child,four-yearold Rohan was playing in the kitchen while his foster mother cooked a
meal.T h e c toy broambcaught fire when he got too close to the cooking flarhe. foste

mother extinguished the broom aneported the incident to the case manager, who in turn
reported the information to the therapiBhe record did not contain any indication that theefios

mother believed that the child intentionally set the broom onHiosvevert he chi | ddés th
called SASShe day after the incidend request an evaluatiohe SASS clinician noted that

the child engaged in fire setting and exhibited an iner@asisk taking and impulsive behaviors.

While in the hospital, staff noted that the child did not exhibit any aggression or inappropriate
behavior and that he followed directions.

2 jason, hek, Aubrey, Julia, Fiona, Rohan, Maya
% Jason, Otto, Perry, Bryce, Brooke
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The second childfour-yearold Eli, was brought to the emergency roomHy foster mother

after increasingly aggressive behaviors bedausén e fat t empt ed t o set t he
Further investigation into the incident revealed @lathad been playing with a lit candie the

bathroom wen toilet paper caught on firéle then threw the toilet papetin the bathroom

garbage cartle saidhe was playing in the bathroom because he was bored and his foster mother
was watchi nmg Hier ffiossocaeprs mot her never orger ol | ed
kindergartenHis benavior, when viewed in context, does not support a pathological view of his
actions.

Sexual Behaviors

Two sisters, who lived in the same relative foster home, both were psychiatrically hospitalized

for the first time after their grandmother reported sdixed behaviors in addition to other
aggressive behavioréccording to the grandmothefpur-yearold Julia touched her younger
brotherdés penis and sat on the | ap of an ol d
While hospitalized, staff repted that Julia did not exhibit any aggressive or sexualized
behaviors.Mental health professionals determined thalia was not sexually aggressive or at

risk of victimization. Seven months later,Juliad s  sAulsray,ethren four years old,was
hospitale ed af ter her grandmother reported that s
touches | ittl e bThe grandmother also pgpartedpissies witk hggression.
Hospital staff noted that during her stafwbrey did not exhibit any prolem behaviors,

including aggression or sexualized behavi@rsring a clinical staffing, DCFS staff opined that

SASS and the grandmot her Aubreyar believedadhateady®f they h o s
incidents about touching her siblings appearedetexploratory in natureEli6 s f ost er p a
complained that hiBve-yearold sister kissed him on the mouth. When asiaout the incident,

she responded that she saw Justin Beibétr. do

COHORTS
COHORT ONE

The first cohort consists of 10 children whores@laced in foster cateefore reachind.8 months

of age. Four children i€ohort Onewere placed in foster care within one montrthadir birth.

Cohort Oneincludes two sisters who entered care simultaneousbnetnonth and 11 months

old. The sistersvere joined by a newborn infant sibling a year after they came into care. Both
sisters were t¢spitalized when they wefeur yearsold. Three other children and their families
inCohortOner ecei ved i ntact family sestercacee@eghiddi or t
with developmental disabilities drowned in a bathtub at the adi@eofvith a possible seizure
disorderﬁczontributing to his death. He had been in the foster home for 11 months at the time of
his deatlt:

The oldest child withinCohort One (Aiden) was 15monthsold when he came into care. His
state prekindergarten teacher believed he was autistic and the school initiated sdt@cgas
hospitalized twicavhen he washreeyearsold, with less tha®0 days between hospitalizations.
The record reflected that he didn't comprehend why he was in the hospital. He needed one

22 3@ Discussion of Flynn on page 35
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one staff supervision to keep him safe from the older children on the unit and to keep him
occupied. The foster care agency did not provide supportive services torHim relative
placement at théme of his hospitalizations.

Aiden was one of two children i€ohort Onewho were hospitalized twice. Six children were
hospitalizedonceeach; one child was hospitalized three times; and one child was hospitalized
four times. Nine of the ten children @ohort Onewerefour yearsold at the time of their initial
hospitalization. The length of stay on psychiatric units for the childredoimort Oneranged

from four days to 26 daysAll children in Cohort Onereturned totheir prior placenent
following hospitalization.

In addition to multiple transitions between households and constantly shifting visitation
schedules, the children @ohort Onehad frequent changes in caseworkers and agencies. The
number of caseworker chges inCohort Oneranged from fourEli) to 15 Dennig. Agency
changes occurred often, including when a child received approval for specialized foster care or
the child moved from one agencyods Bytetmer home
Aiden wasfour yearsold, he had seven different caseworkers axmkgenced ight placement
transitions.Dennisentered foster care after being the second substupmesed infant born to

his severely mentallil mother. Dennis remained in one foster home amdhs eventually
adoptedput during his seven years in fostemre,he had 15 different case managers from four
different agencies. He was one of three childrerCohort Onewho never receivecsOC
services.

Five of the 10 children(50%) inCohort Onewere the subjects of child protection investigations
while in foster careAiden was 22monthsold when he was the victim of physical abuse in a
traditional foster home. He suffered extensive bruising and was removed from the home. Two
years later, in his ladoster placement, his foster father injured silsyearold foster sister

when he dragged her across a floor, from the bedroom to the bathroom, for refusing to brush her
teeth and jumping on a beflidenwas returned to this home following the indicatedort. The

family later adoptedAiden. Threeyearold Otto had been removed from a stable placement
where he had lived for ovéwo-anda-half years to join his three older half siblings (agésht,

seven, and siyears old) in a relative placement. Tyars laterQttod s s c h o o | call ed
to reportbruising to his wrists and legs. He told the school that his foster mother would hit him
with a belt if he was bad at school. The foster mother, who was pregnant at the time of the
alleged incidentwas on complete bed rest and later miscarried. She indicated that the foster
agency was not providing her with enough assistance. Thstigaton was unfoundedasors

relative fosterparents, hismaternal grandparentbad five unfounded investigationand one
founded investigatiofor Risk of Harmthat ultimately resulted ihis removal.While in his pe-
adoptive foster homdéslynnbs f ost er mot her found him floati:
the bathtubFlynn later died.At the time of his deatlthe Department initiated an investigation

into his death which was unfounded and his cause of death was determined as accidental
drowning. Two-yearold Aubrey and both of her siblings were removed from the home of the
paternal grandparents after allegasiasf burns toAubrey. The allegations were subsequently
unfounded, but the children did not return to the home.
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Early Intervention and State Pre-Kindergarten/Head Start

Each of the 10 children i@ohort Onereceived early intervention assessments. Eiflihe ten
children were eligible and participated irfBGservices. Nine of the ten children were enrolled in
and attended astate prekindergarten or a Head Start program. Seven of the ten children had
IEPs: three qualified for special educational sewieath an IEP after their third birthday
because of their developmental disabilities; three were eligible for IEPs because of behavior
problems; and one was eligible for emotional disabilities. One of the chidtenbehavior
problems Jason received avariety of SOCservices and ultimately was removed from a chaotic
foster home. Once in a supportive environmbefjourished. By the time he was in was in first
grade Jasomo longer needed an IEP.

One child, Eli, was never enrolled im prekindergartea or Head Start. Additionally, his
traditional foster mother provided misleading information to get file-yearold child
hospitalized, reporting to professionals that the child had been kicked out of daycare because of
his behaviors. Fouyearold Eli and his two siblings left the daycare center because the foster
parent was no longer eligible for employmeelated daycare services. She had reported herself

as selfemployed but did not provide required documentation. In the Eil, $ive-yearold

sibling was enrolled in kindergarten but he andthreeyearold sibling stayed home with their

foster motherEli complained of boredom while his motheatched"soaps.” Although there

was a full time Head Start program in his community, the foster mather enrollecEli, nor

did she enroll his younger sister in a statekinelergarterf>

Although the children irfCohort Oneentered DCFS care as infants, the majority of the records,
including the integrated asses tlnistory, Mcludivger e s i
whether she used alcohol before she was aware she was pregnant or the amount of alcohol she
may have consumed during her pregnaficy.

Placement Stability

All 10 children inCohort Onewerein traditional or homef-relative foster ca prior to their
hospitalization, with five of the children (50%) in each type of placeethie time of the initial
hospitalization. Six of the children received approval for specialized foster care after their first
hospitalization.Seven of the chilcen (70%) had numerous placement disruptions before being
hospitalized. Six of t h e SQCeeferercédn buthater veas scant r e ¢ 0 |
documentation of the servicés three cases. Two children received SOC services before their
hospitaliations. One childJasonreceived a variety of welocumented SOC services.

None or One Placement Transition Prio to Single Hospitalization (3 Children)

Three of the ten children i@ohort Onehad stable placements. Two children werecgdain
traditional foster homesdid not have any placement disruptions prior to their initial
hospitalization and remained in the same horfwlowing discharge They were both later
adopted by their foster families.

% See Disussion of Eli on page 92
%4 see discussion of Parental Substance Use on page 2
% see discussion of System of Care Services on paige 1
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Dennisentered foster care at birth and remainedha game traditional foster home for seven
years and five months before he was adoptedvéteborn to a severely mentally26-yearold
mother, and was the second of her children to be born substapased. The mother had three
children at the time. $hhad left the oldest child home alone while she got lidghnis parents
met at aMentally Il Substance Abusprogram. BeforeDennis birth, his motherunderwent
eightpsychiatric hospitalizations and his fatherderwentfour. Denniswas placedlongsde an
older sibling. His early developmental assessment reyeml80% delay in soci@motional
development. He received occupational therapy twice a week. At the age-ahda-half
years, a developmental screening recommeaguhisfor play therapy wth his sister to address
his socialemotional delays. For the seven years he was in foster care, he mewedesystem
of care services.

Denni®s bi ol ogi c alrecquaayr ceachingervicesfor ¢heivsebsdtance abused
Dennisbegan unsupersed visits with his father when he wHsee His mother was allowed
unsupervised visits shortly thereafter. Six months |&ennisspent thre@insuperviseaights a

weekwith his parentsteturning to his foster home for the other four nigBtgthe fall of 2011,

Denni®s bi ol o gstompedivingt aorgeentthse r . Hi s mother stopped
visits were limited to one per week, an unsupervised eight hours; theseevisitially beame
inconsistentDenni® s f ost er phatrhe Imetame anmaopsoand destcesséd. He looked
forward to being with his father and could not understand the changing vissahedule In

early spring 2012Penni®s pr eschool reported that he had
temper tatrums andaggressive behavior, and theacommended a referral to SASS to assist in
securing a psychological evaluation. The SASS clinician diagnosed him with Intermittent
Explosive DisorderJust before his hospital admissiddennissaid he hated his life. He was
hospitalized for 21 days, discharged witlBi@olar diagnosis, and prescribed Abilifgtypical
antipsychotic, second generatioh)is foster mother beliedehe was reacting to the confusion

over the loss of his fathemnd that he did not need psychotropiedication The community
psychiatrist agreed and weaned him off of the medication and removedthar Biiagnosis. He

enrolled in a new school, received mentoring and individual counseling services, and attended
group therapy for young boys that taegpttpresocial skills. His foer mother adopted him in

2013.

Eli entered foster care &ix months of age after being brutally beatéfe remained in a
traditional foster home for six years and three months before he was adopted. His foster mother
amplified his behavior and sought specialized foster care; he never reS8&@8ervices?

One child inCohort Onehad a single placement transition prior to his hospitalizattamter

entered foster care at the ageoaEmonth. His mother suffered from sevenental illness and

could not care for him. In 2006, at the agesisgfmonths, he moved from a traditional placement

to his aunt and uncl eds home. I n January 200
terminating parental rights. His mother had sidra specific consent for the aunt and uncle to

adopt Hunter, howeverhis case had been handled by three different agencies andabee
managers, which delayed movement towards adoption. Wherieb s case imransfe
September 2010, the judge expesksoncern about how this would deldynteb6 s adopt i on.
December 2011, the court issued an order of no reasonable efforts to the Department because the

% see discussion of System of Care Services on page 10
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adoption had not been completed. Six years and two months after he came into care in March
2012, higrelative foster parents adopted hifunternever reeived system of care services.

Multiple Transitions and Multiple Hospitalizations (4 Children)

Four of the ten children i€ohort Onewere hospitalized more than onédaden andJuliawere
hospitalizedwice, Flynnwas hospitalized three times, adtto was hospitalized four times.

Aiden

Aiden, who ha developmental disabilitiesexperiencedsix placement transitions prior to his
hospitalization at the age tiree Aiden came into foster care in 2008 15 months oldafter

law enforcement arrested his mother for driving while intoxicatitld her infant son in the car.

Five years earlierhis mother had an accident while intoxicated and almost severed her arm.
There were indications that she abuseth ladcohol and drugs while pregnant wilden. Aiden

was initially placed with an aunt who lived next door to the mother. He stayed with this aunt for
eight months and attended daycare whileenhome. Becaus@idend aunt expressed concerns
about his dvelopmentnoting his lack of speech, poor coordinatiand tantrums, he received a
comprehensive evaluatioat the age of 18 monththat recommended speech, occupational,
physical and developmental theiepthrough early intervention services. He hagn#icant
delays including a 45% delay in expressive language. Early intervention services Wwhagan
Aiden was 23 montts old. His aunt requestetlis removal because of his mother's interference
with the placementAiden moved three times after he lefsfaunt's homeAiden did not receive

the needed speech or occupational tHesgiue to thesdransitions. While inhis third foster
home at two-anda-half years old,his mother called the hotlinafter sheobserved extensive
bruising overhis back, butbcks and thighsduring a visit DCP substantiated thabuse
allegations againsdidend surrenttraditional foster parent fo€uts, Welts, Bruise§ For his
fourth placementAiden movedto the home of hignaternal aunt for one montffhe court
returned hin to his mother in February 2011.

Aidenremained with his mother under DCFS guardiandtigpfifth transition for seven months.

In September 2011at threeyeas old, Aidend s si xt h transi tetumedtooccurr
foster care after the Departmesuibstantiated allegations against the raotfor Inadequate
Supervision the motler had left the developmentaliiglayed childunattendedn the bathtub on

multiple occasios despitet h e ¢ a s e wamings argl @dudation on drowning. The mother
continted to have drug problems and was found outside winilenwas left alone in the tub.

When he returned to foster cakdden returned to his relative foster home with his maternal

aunt. He was enrolled in special education with an IEP for his developrdetdags. The aunt

had three children and expressed problems caringiftan. Two weeks after returning to this

relative placement, SASS approv&iien for psychiatric hospitalization but he was once again
returned t o hi s aunt 6 Aideh wan aeadmitied Itco thvé hogpitald i s ¢ h
approximately two months later, after his aunt called the CARES line and reporteddiiat

had been hittingbiting, and throwingobjects He remained hospitalized for 27 days during his

second hospitalizatiorAiden was assigned a o+tie-one staff to help keep him occupied and

2" Prior to his placement in this traditional foster home, Aiden had been placed with a relative for one week after
removal from his second foster placement. The relative placement lastedednandevas temporary.
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safe from the older kids on the unit. Hospital staff noted that his speech was profoundly delayed.
While he was with his auntiiden's school referred him for an evaluation at The Autism
Programof lllinois (TAP) where evaluation determindgtat he met the criteria for mild to
moderate autism. He remained with his aunt for six months before she said she could no longer
care for him. Aiden was waitlisted for TAP evaluation during this time and eaed
occupational and speech therapy aatrehabilitation center associated with a hospital. The
rehabilitation centerecommended using Picture Exchange Communications system (PEC) with
Aiden. The PEC system uses pictures to help the child communiiatenwas tansferred to
another schoah his district with a strond\BA and sensory approachhe aunt, who had three

of her own children, did not receive SOC services. She was not able to transport him to his
speech and occupational therapies during timnser break and there was no indication in the
record that she received regular respitessistance with transportation.

Aidends seventh transit i four wioen beuwas reoded toma trazliiohal , at
foster homeHis new foster mother was 23yearold stayathome mother, who had herself

been a former ward. Her husband was y2arsold. The home was quicklgpproved for
specialized care artthe agency placed six-yearold girl with developmental disabilities and a
speech impediment in theome shortly after Aiden's placementThree months afteAidend s
placement, in October 2012, the Department indicated the foster father for abiento six-

yearold foster sister. His foster mother reported that the couple had problems with tteir fos
daughter and were stressed. They had tried to talk to the caseworker but only "played phone tag
and gave up." She described the foster daughter as having stressful behaviors such as being
Ahi ghly sexual, o0 intenti onadetAidenpoekiss hergonthen t h e
mouth. On the night of the incident, they had not expectedithgearold girl to be at home

since she was on a visit. The foster mother did not feel well and asked her husband to get the
foster daughter ready for bed. Had the child protection and licensing workers that he had
asked the girl to brush her teeth, but sfmild notlisten and was jumpingn the bed, so he
grabbed her and draggkdr to the bathroom. She sufferedreeanda-half-inch Jshaped cut on

her arm The child protection worker notedatthe home appeared so cluttered that it would be
unsafe for toddlers. The foster father had originally called the child welfare agency tahmaport

the girl fell off the bed and injured herself. During the childtpction investigationthe
investigator noticed the father appeared extremely anxious and admitted to overreacting and
being angry when he dragged the child. The report was indicate@Gufs; Welts, Bruises

During the pending DCP investigatiohiden was placed in respite cabait was later returned to

the foster home. Following his return home, case notes documented that the foster mother said
she often slept in until noon. The agency provided individual and couples therapy for the foster
parents immeditely after the abuse incident.

In December 2013, as a result of the TAP evaluattoden received a diagnosis of mild-
moderate AutismAidenwas found eligible to receive SSI benefits which secured him additional
services. Eight months after his fastather was indicated for abuse, the child welfare agency
provided the foster parents with "skills training” througfiLave and Logi6 training prograni

a popular commercial parenting program that is neither evideg®ed nor designed for use with
spedal needs childref® The agency's clinician noted the parents had been througitie

and Logi® training sequence at least twice but did not applyfitleve and Logio modules to

BSee OIG report#2012 976 Maya Schauer which recommends discontin
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their home setting. The agencyhemplagl pilkeende nsteesds itc
with the foster father andiden. The school incorporated the TAP recommendations but the

foster parents did nét.Aidends s chool initiated discrete tra
skills by breaking them down into simplifiethd structured steps and continued to use the PEC
system to help the child communicate. The specialized foster parents failed to incorporate the
PEC system in their homehile the foster care agency did not reinforce the use of the PEC until

weeks beforelosing the case. The agency never consulted with a board certified ABA therapist.

TAP also recommended a sleep programAiaien which the agency did not implement in the

last quarter, at close of case.

The DCFS clinical convener never reviewed ¢héd protection investigation and religastead

on the agency's description of the indicated rePlofhus, shebelieved thesix-yearold foster

child injured herself when she fell of f the b
the fact that helragged the child from the bedroom to the bathroom to brush her teeth. There

was also no sign that TAP eoehabilitation centetherapists were informed of the indicated

report. At ageseven Aidenwas adopted. He had nine ea®rkers prior to his adoptio

Flynn

The Departmertirst took protective custody dilynnat birth in 2007though he was returned to

his mother before being removed agaimen he was 13 months oldis 23yearold mother had
surrendered her parental righitsher two older childre in 2006. She had a long histomth

domestic violence and failed to protect her older children from her paramoarbruised her
thenfour-month-old andoneyearold children because they were crying. She had participated in
domestic violence servicebad obtained an order of protection, and at one time entered a
domestic violence shelter, but maintained a pattern of returning to the abuser. She was
developmentally delayed (Full Scale IQ 59), had a diagnosis of Intermittent Explosive Disorder,

and a pesonality disorderShortly after the court took temporary custodyFbynn, he was

returned to his mother and the Department provided intact family services. One year later, after
Flyn s mot her gave Dbirth to a s ecennsdbstaniifech nt |, l
allegations against her fiMedical Neglecto the newborn when she failed to seek medical care

after the infant stopped breathing on two different occasions. The Department remeved 13
monthold Flynn and his newborn sibling from their nhher 6s care and pl ac
traditional foster home.

Within Flynn6 first threeyears in foster cardie hadfour placementsHe and his sister lived in

their first foster home for one year and nine months, at which time the foster parent requested
their removal, citing the difficulty of the goal of return home. The foster parent had also just
discovered that she was pregnant. The children were movettlatime home for two months,

but the relative reportethat she was too overwhelmed, amadtbchildren were then mad to a
traditional foster home. ey stayedn the traditional foster homfer 14 months until they were
placed in a pradoptive home.

2 His autism had gone undiagnosed in both of his psychiatric hospitalizations.
%0 At the time the convener did not have access to SAEKstords that contained the completed Child Abuse and
Neglect investigation.
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Flynn had a 40% delay in expressive language skileswas hospitalied and rénospitalized at

four yearsold, within the firsttwo months of his placement in tipee-adoptive home. He had

returned to hipre-adoptivefoster home after his first hospitalization, but SASS appréian

to return to the hospital three days latghenthe foster mothereportedthat he tried to choke

both her and his sister. He remained hospitalized for 31.dxysngthat time his foster parents

decided he could not return to their home. He received approval for specialized fostardcare

his case transferred to amagency that placed him in a specialized foster home. This new foster
home was his sixth homElynn remained in the home fanly two weeksbeforehe returned to

the psychiatric hospital for 74 days. According tortesvfoster parents-lynn screamed ahran

through the house after waking fronvid nightmares. At 2:0@&.m, he awoke his foster parents

by fAkicking in their handkicked ims rew foster gareritse They| s o
reported that he Apurposesell ywbhemnnapedt andnd
few hoursper night. Flynn met with his seventh foster family during hospitalizatisith whom

he was placed after discharg&hi | e hospitali zed, his parents
diagnoses included Intermittent fgsive Disorder, Psychosis, and PSTH® was discharged

with prescriptions for Tenex and Zyprefsecondgeneration antipsychojic

Flynrnb s seventh foster home remained committed 1
working with behavior disorded children in the past. The hospital psychologist recommended

that a Behavior Specialist Team conduct a functional analysis in his home and design a behavior
program that focused on reducing his aggression and increasing his social skills. The
psychologst determined that he met the criteria for RAMDibited type, citing thaElynn failed

to initiate and respond to social interactions in a developmentally appropriaté-iay.also

received art and play therapy and special education services. He tianddiis sister joined

him in his adoptive foster hom&lynnbs si st er was diagnosed wittl
mother of 13 months requested tRk&gnn be tested for a seizure disorder. Fgarold Flynn

died shortly afterwardgrom accidental drowmig in the bathtubA suspected seizure disorder

was listed as a contributing factor to his death.

Otto

Otto, his parentsand his fiveolder siblings (age®ight, seven, five, three, and twb the time
received intact family services before the childraantered foster car®©tto was six months old

when heentered foster carédis father had hit his brothers with a belt aito's nine-yearold
brothershot and killed a cousin with a loaded shotgun the children found in the backyard. The
nine-yearold waspsychiatrically hospitalized. The father had a history of using drugs including
methamphetamineand PCPOtto was placed with a godparent for four months but returned to
his mother wheiis godpareninoved out of state. He remained with his mother for ivamths.

Otto's brother was hospitalized for a second time w@ite wasliving with his mother

Otto returned to foster care at I#onthsold after his motherwho described herself as
overwhelmedand sick hadtaken arolder brother out of schodbr two daysto watchOtto. Otto
was placed in a traditional foster home for six wettkesr moved to another traditional foster
home his fourth transition where he remained for two years and nine montfisile in this
home, Otto did not meet the criteria for Bg intervention servicesHe attended a pre
kindergarten program where he did well, with no reported behavior problems.
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There were seven police reports involving domestic troubles at the mother's home between
Ottodbs mot her , h eQttod 3 a rf auntiogugnis, timea e children all reported
violence in the home, which the parents always denied. The couple split up and reunited before
finally separating irAugust2011. The mother stopped visiting after the separation and moved to
another stata fewmonths later. She had been rmympliant with her bpolar medication, did

not complete random drug tests, and did not participatedsitty treatmenservices. After they

broke up, the father wanted the caregivers to adopt but he continued visitindanogiry 25,

2012. He did not sign consents for DCFS or the private agency to monitor his mental health or
substance abuse services and did not cooperate with urine drops. The case had passed legal
screening fotermination in the fall of 2011.

Ottod s etolder sisters were in a relative foster home at the time, awdtdre went tothe
relative foster home for respitafter being in a stable foster horfar close to three year®tto
made his fifth transition when leas moved intahis relativefosterhome.Otto was hospitalized
three timeswhile in the relative foster homeHis parents had surrendered their righti&h
specific consents for theelative foster parent to adogdtto and his sisters. The school called
SASS several times because of higragsive behavior#\fter the school reported thae had a
40 minute tantrumhe washospitalized.Otto was rehospitalized13 months after his initial
discharge in January 2014when school staff called SAS$ecauseOtto became physically
aggressivehethrew chairs at staff, hit himself in the heahd hit his head against the wall. He
was restraired for 30 minutes and SASS approved him for hospitalization and diagnosed him
with Bipolar Disorder. He remained hospitalized for 14 days then returned teldtive foster
home.

The following March,0ttod schoolcalled the hotline after his teachavserved bruising on his
wrist and legs Otto told them his foster parents hit him with a belt. The fostether was
pregnant and beddden at the time. Shadicated thathe foster agency was not prowund her

with enough assistanceSASS then approved Otto for his third hospitalization where he
remained for 30 days. At discharg@amma Foster Care Ageng@jaced him in aemporary
foster home without his set The Department unfounded the allegations against the foster
paren andOtto returned to his adoptive placement for two days, then he wasspatalized for

the fourth time.Otto had become uncontrollable at school. A residential placement was
consideed while he was hospitalizethut he was discharged at the end of May 2014 to a
specialized foster home where he remains. His discharge diagnosis was Adjustment Disorder,
PTSD, and history of ADD. He was prescribed Tenex and Risp&dxCFS ClinicalConwener
noted in her clinical recorthat SOC services had been initiated butdhg e n regod svas
silent on any SOC services.

Julia

Julia entered foster carat 11 months oldvith her onemonthold infant sister Aubrey. The

sistes were placed in a spetized foster home for two weeks until a traditional home could be
located. They remained in the second homelfomonths and were joined by their mother's
third child when the infant was born. The traditional foster home had three children under the
ageof 2. The foster family kept the children f&7 monthsuntil the foster mother issued a-14

day notice citing increased responsibilities at worklthough the record referenced SOC
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services for prevention of disruption, there is no information in therdedocumenting such
services™

The children were moved to paternal grandparents where they remained for five months. The
paternal grandparents were investigated for a burn to one of the children and the oioldeen

to the maternal grandmothduliaand her younger sistekubreywere in their fourth placement

with the maternal grandmother whdroth were hospitalizedJuliahad two hospitalization®ne

at agefour and one at agive. Juliad second hospitalizatiohappenedeven months after she

was dscharged home to her maternal grandmother. The Departaparboved Julia for
specialized care with her grandmoth&ubrey(see below) was hospitalizetlthe age ofour.

Julids second hospitalization occurred atter maternagrandmother describedelhen five-

yearold as defianandaggressivesaying sheried to hurt othersand hadattentionproblemsand

sleep disturbance3he daybeforehospitalization Juliareportedly kicked her biological mother

and urinatedon the floor Hospital staff spokevith school staff who did not believeshe
appeared more "hyper" than the other students and did not observe problems with aggression.
Juliareturned to her grandmother after 11 days. Six monthsth#second hospitalizationhe
grandmother obtainedubsidized guardianship diuliaand her two siblingsThe children had

been in care for four years and seven months wheimm maternalgrandmothemwas granted
guardianship

Multiple Transitions Prior to Single Hospitalization (3 Children)

Aubrey(J u | bsisted s

Aubreyis J ul i a 0 (see showe)Agbrey entered foster care at birth after her mother
experienced a psychotic episode that required psychiatric hospitalizAtidour years old,
Aubreys maternalgrandmother wanteller hospitalized at the s@ timeasher thenfive-year

old sister,but the hospital notifiedSASSthat they would not hospitalize siblings on the same
unit. Aubreywas subsequently admitted to another hosptalospital staff noted thatAubrey

did not exhibit any problem behav#oon the unit and transferrbérto a medical uniafter they
discovered she hastrep. A subsequent DCHSlinical staffing determined thater maternal
grandmotherwho hadthree childreragesfive and undeiat the timehad overreacted when she
hospitaized Aubrey.

Mikey

Mikey came into care at birth. Three years before his birth, higea?old mother, who was Bolar and
refused medications, attempted to suffocate his sisters, who wererieeand fouryears old. His
mother also gave héour-yearold daughter a large dose of Benadryl. She was convicted of aggravatec
battery to children and found unfit by the colulikey's father had an extensive criminal history and had
been indicated previously f@exual Molestatiorof a five-yearold. The initid integrated assessment

noted that termination of parent al rights sho
warnedof further danger. A icensed Clinical Psychologist noted that both parents presented with
Asever e i mpai rnmetnht sa cpearss e &lnitt vy di sorder . 0

31 See Section entitled Critical Ancillatgterventions, page 106
32 5ee section entitled SASS: Initial Screening Assessment and Referral Process, page 18.
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recommended because of the fatherdos depravity
for both parentsé failure to make rasonabl®progrbsk.e
The case drifted through services until early 2010, when the parents signed surrenderstlaedhen
yearold Mikey. Before he turnedour, Mikey had three placement disruptions. His first two placements
were with relatives. When he firsame into care, he was placed with paternal grandparents where he
remained for seven months. He was moved to his maternal grandparents after his paternal grandfa
became too ill to care for him. He stayed with his maternal grandparents for twoRwatedly, the
maternal grandparents did not wish to addfikey, desiring to remain his grandparents rather than full
time caregivers. They remained involved, offering respite when he was moved. Following the matern
grandparent sd dle a pesnarem homilikey was mgved @aovan aunt who lived in
another stateHe was in the home for less than four months before he was returned to a traditional fost
home in lllinois, because his aunt said she could not handleMikay, thenfour yearsold, had mild
to-moderate delays in receptive speech and modaraevere delays in expressive language; he was
difficult to understand. He expressed anger about living in the new foster home, saying he did not we
to be there. His fourth placement wagh the father of his older ha#fiblings.Mikey was hospitalized

four months into this placement for his skefrming behaviors and aggressive outbursts. He received a
diagnosis of RAD andvas prescribed Tenex and RisperdMikey began to receive occaponal
therapy and SOC services. He had sensory problems, perseverating about the feeling of his clothing
socks. SOC services helped offset the cost of occupational equipment for his sensory phditdeyns.
had been in foster care for five years winenwas adopted by his hafi st er sé f at her
2012.Mikeyd6 s p a r @ surrendess itwp pear earlier.

Jason

Jasonwas placed in foster care fate months of age after a failed intact family services ¢ase

which his parents failed to coply with services to address mental illness and domestic violence.
Jasorhadtwo older siblingsageseight and fourThe children remaed in the home until May

2009 when the grandparemexjuested removal of all three children because of the grand@arents
health issueslasonand his thersix-yearold sister were placed in a traditional foster home for

six weeks.The record did not contain a reason for their remao¥asonmoved to his third
placement in July 2009 where he remained for three months tamdied a daycare program
where he received weekly speech and developmental therAp&scial Emotional Evaluation

in September 2010 through DHS recommended continued services to address a 30% delay in
social emotional developmenh the assessment, itas noted that he regressed after visits with

his grandparentsin October 2010Jasonreturned to the care of the maternal grandparents
because the court changed the goal to adopfiba.grandparents committed to adoptitagon

and his siblingsWhenJasorreu r ned t o hi s gthenelediqgd dorstomtakimgdhimh o me ,
to the daycare where he was receiving early intervention serVicegrandparents did not think

he needed to attend because thelieved theydid not work and early intervention sersg
never transferred tloJanuarne20idlasanbetignarpekindergaitenh o me .
program where speech services wermnstated. School staff reported thasonstruggled with
defiance and aggressiostaff used stickers as a rewards progreomassist withJasod s
behaviors. The agency providedlason with SOC serviced® Jason was psychiatrically
hospitalizedin August 2012 after being placed with the grandparents for nearly two y=rs.
returned to their home and continued to receive extersipportive services through therapy

¥ See section ony8tem of Care Services, page 107
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and SOCWhile in foster careJasonwas prescribed multiple medications, sometimes as many
as four at one time to address his behayianthout approval of the Guardiadasonwas
removed from his grandparents in tA2013 and placed in a traditional foster home where he
has flourished?

COHORT TWO

Cohort Twoconsisted of 12 childrewho werebetween 23 and 45 months old at the time of their
entry into foster careSix children were hospitalized on one occasidhe length of stay on
psychiatric units for the children i@ohort Tworanged fromfive to 37 days.Five of these
children and their families received intact
care.Two of the five children and their fati@s received intact services for six to 13 months
before being placed in foster caidearly threeyearold Maya and her family received intact
services for six months to address a substantiated allegatMedital NeglectagainstMayad s
20-yearold mother.Zoeyand her family received intact services for 13 months to address issues
of domestic violence prior tihe 18monthold being placed into foster carEhe three remaining
children were part of intact family casprior to their first birthday andreceived intact family
services lasting nearly two years before being placed in foster care.

Placement and Case Management Transitions

Sevenof the 12 childrenn Cohort Twohad no placement transitions prioriieinghospitalizd;

five of the severchildren lived with a relative but only one of these childrer,ayla, achieved
permanency without any further placement transitmmsubsequent hospitalizatiorisvo of the
seven children ir€ohort TworeceivedSOC services prior to their hospitalizatioo &ssist with
placement stabilizatiofr. Shannorreceived SOC services while living with relatives where she
remained for three years with six total psychiatric hospitalizati®hsinnonwas ultimately
placed in a residential facility to meet the needs @atel with her severe developmental
disability*® Threeyearold Gretahad been placed with a maternal aunt for nine months who
reported not having enough outside support to carbdniISOC services had been in place for
one month when the agency mov@ektato a traditional placement.

Eleven of the 12 children i€ohort Tworeturned to their prior foster care placements after
hospitalization.Caseywas the single child irCohort Twowho did not return to his prior
placement after hospitalizatiotde was approved for specialized foster care and his prior
traditional foster parents asked that he not return to their home because they feared for the safety
of their other childrenCaseyremained in the same specialized foster home until the court
returned hin to his mother two years later.

Four children inCohort Tworeceived case management from a single agency thootigheir
time in foster careand all four achieved permanend®ne child had eight assigned case
managers over two years, nine months whéeeiving services througBeta Foster Care
Agency.

¥Foranindept h discussion of Jasonds ca®83 see section enti:t

¥ See §stem of Care Services, page 107
% See section on Shannon underlfifle Hospitalizations, page 49
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Eight children inCohort Twounderwent multiple changes in foster care agency and assigned
case managergour of the eight children in Cohort Two were transferred to a new agency after
the Department ggoved them for specialized foster care serviédier his first hospitalization

at agefour, the Department approveldaac for specialized foster care and he transferred
agenciesOnce assignetb Gamma Foster Care Agendgaachad eight case managenseo 26
months.

Early Intervention and Educational Services

Seven of the 12 children i@ohort Twoentered foster care prior to atgee making them
eligible for early intervention servicebive of the seven children received early intervention
services. One of the fiveShannonbegan early intervention services prior to her entry into foster
care to address severe developmental delays that included a 50%atar gielay across all
domains.

Six children in Cohort Twowere never enrolled in state gkindergarten or a Head Start
program as required by the DepartmeDhe of the six childrenRohan never attended any
educational programming despite becoming Departnevolved attwo yearsold andbeing

placed with his father who received intact sersiddis father did not comply with agency
requests to enroll his son in gkandergartenDespiteRohanbeing placed in a traditional foster
home for five months prior to his hospitalization, there was no record that the case manager
ensured the foster parteenrolled thdour-yearold in prekindergarten.

The remaining six children i@ohort Twoattended a state pkéndergarten progransix of the
children in Cohort Twoqualified for schocbase& services with anEP or 504 plan.Two
gualifiedfor service fordevelopmental delays and four qualified for behavior difficulties.

Child Protection Investigations

Eight of the 12 children(67%) in Cohort Twohad been part of a child abuse and neglect
investigation after being placed in foster c&euryearoldMayad s f ost er mot her w.
for death by abuse after she murdered the foster child and subsequently was found guilty of first
degree murdelsaa¢ who wassix at the time, was removed from his foster hashéur years

after the Department invegtited allegations dbubstantial Risk of Sexual AbuSex Offender

Has AccessHis foster mother allowed her paramour, who was a registered sex offender, access

to the home but continually denied that she allowed him to use her address to registeshar that

knew he was a registered sex offenddre Department indicated the paramour $oibstantial

Risk of Sexual Abuse/Sex Offender Has Accdrg unfounded the same allegation against the

foster mother.Nearly threeyearold Zoey and five siblings were rmeoved from their initial

placement with their grandmother after she was indicate@uts, Welts, Bruiseby abuseAll

of the children reported that the grandmother hit them with hangers andeledopmentally
delayedShannornrequired residential pt@ment after six psychiatric hospitalizatiomken her

relative placement could no longer meet her ne®dkile placed ata residential facility
Shannorwas the victim in three separate child abuse/neglect investigationbaf f atafi. | i t y 6 <
The firstinvestigation (January 2014) was indicatedIf@dequate Supervisiafter staff failed

to check on her and she was found with chipped teeth and a bloo8g\gayearold Shannon

who was the developmental age equivalent of amdnthold, required costant supervision.
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The second and third investigations occurred two days apart in November BG6t4.
investigations were indicated femvironmental Negleafter staff from the morning shift found
Shannonn her room without gull-up onandwith driedand fresh feces on her back and legs.
Shannonwas required to wear a pulp diaperat night. Staff also found her bed full of urine.
Fouryearold Perry and histwo-yearold sister reported abuse by their foster parents shortly
after being removed fromeéir homeT he si ster reported that the f
her and took pictures of her bottoferry disclosed that the foster father pulled him by the
collar, threw him on the bed and the foster mother slappedBuih. foster parents deed he
chil dr en 0 s llegatiohseotpubstant@lrResk of Fexual AbuSexualized Behavioof a
young child were indicated to an unknown perpetrator regardargd s s Fosrtmenths

later, the Department initiated a second investigation agaledatme foster parents afteerry
reported his former foster father had knocked him down and rubbed his fenirmer foster
father denied the allegatioriBhe DCP investigator unfounded the investigation notingRkaty

did not discloseeliableinformation that rose to the level of abuBeuryearold Bryce and his
siblings were temporarily placed with a relative caregiver while their previous caregiver was out
of the country on a personal matt@évhile living with the relative, the hotline recetve call

after atwo-yearold sibling was found outside alonEhe Department indicated the relative for
Inadequate Supervisiaf thetwo-yearold and placedBryce and all the siblings in a traditional
foster home until their other relative returned te tountry.Fouryearold Caseywas the victim

of alleged child abuse while spending the night in his respite foster home, when a relative of the
respite foste parent sexually molested a-$8arold foster child who lived in the hom&he
relative was arted and indicated fa8exual Molestatiorio the 13yearold and Substantial

Risk of Sexual Abuseo the other children in the home, includi@gsey Fouryearold Rohard s
foster parent called the hotline within one weekisfplacement after she fourRbhanand his
two-anda-half-yearold sister naked in a bedroom wiRohantrying to put his penis in his

si st er AABegatibosuofShbstantial Risk of Sexual AbuSexualized Behavioof young

child were indicated against an unknown perpetrat&uatioan.

Review of Psychiatric Hospitalizations and Placement Transitions

The length of hospital stay for the childrenGohort Tworanged fronfive to 37 daysOnly one

of the 12 children received specialized foster care prior to hospitalization. Seven I the
children received approval for specialized foster care after their initial hospitaliz&oom.
children fromCohort Twonever received specialized foster c&@#x. children in Cohort Two had

a single hospitalizationThe remaining six children had itiple hospitalizations with two
children hospitalized twice, one child hospitalized three times, two children hospitalized five
times and one child hospitalized six times.

Single Hospitalization with Placement Sthility Prior to Hospitalization (4 Children)

Maya (No Transitions)

Mayaand her siblings were originally placed with their maternal grandmother for four days after

di sruption of t he f aTima Ihtgcofamilyi servicesc dase svasrintiallg e s ¢
opened after the Department substtetl allegations d¥ledical Neglectgainst the 2§earold

mother to a therfiour-monthold sibling. After four days of care, however, the grandmother
requested their removal because she could not handle all three childeeagency then placed
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Maya and her siblings (ages 2, 2@onths,and an infant who joined the household after the

initial placement) in a traditional foster home with foster parents who already had two children
ageseight and five Mayaremained in the foster home for seven months befi@r psychiatric
hospitalizationDuring those seven monthdayaattended prekindergarten program five days

per week for a half dayln October 2010the foster mother requested counseling to address
Mayabs i ncreasingly aggr des inother artdehér siblings and alsowa r d -
described aggressive behaviors at school, however, none of these behaviors were corroborated by
other collateralsA therapist was assigned in February with a start date in early Mirch.
February2011,the casemanager inquired about movinlglayad s a p p aup betavsesimet

hadi seri ous concer ns o ab o uThefosteemothér escribedimuridsd r e n
to thethreeyearold sibling that included scratches on her neck, marks consistent with someone
choking herand bald spots aftélayaallegedly ripped out her haifhe foster mother reported
thatMayai s | ammedo her | i tt | e Thetherdpisteauld sot nioecaugthei nt o
appointment and instructed the case manager to have the rfadteer contact SASS with her
concerns.Ten days laterthe foster mother contacted SA8®en Maya exhibited increased
aggressionThe SASS clinician deflecteMaya from hospitalization and planned to provide

crisis services, therapgind case managemeatid schedulethe first appointment 10 days after

the deflectionWhen the clinican conducted the first visithe SASS clinician only met with the

foster motherThree days later the foster mother requested SASS seagaasThe same SASS

clinician £reened and approvédiayafor hospitalization over the phon&ccording to the foster
mother,threeyearold Maya reportedly retrieved a knife from a chilocked drawer and made
superficial cuts to her wrisMaya reportedly told the foster mothénat ske did it because she

was angryThe foster mother was the only personto obsttagab s aggr essi ve and
behaviorsMayaremained hospitalized for seven days and returned to the same traditional foster
home. Her diagnoses included PTSD and a Mdbdorder; she was not prescribed any
psychotropic medication3.he foster family requested respite, but the POS agency denied their
request despite the fact that the foster mother cared for five children undiéveagdayad s

mental health services incled one hour per week with a SASS clinician, but the first session

did not occur until 11 days podischarge. In April 2011, school staff sent the case manager an
email noting thaMaya had made progress in preadiness skills but needed improvement with

her numbers and lette@uring the placement case, the assigned case manager did not document
any communication with school staff regardiMpyad s al | egedl y aggressiv
behaviors.Maya continued to attend a halfay prekindergarten prograniMaya died in May

2011 and her foster mother heiscebeen convicted dirst-degreemurder’’

Layla (No Transitions)

Layla entered foster care after substantiated allegations of neglect against her matnda to

and her infant twin siblings.Laylawasp| aced wi th her godmoneher an
yearold child for two years before she was psychiatrically hospitalifte passed all
developmental screenings without any need for early intervention ser8teegarticipated in
unsupervised overnighvisits with her mother and in January 2012, approximately 18 months

after entering foster caréayla was told she would be going homle. April 2012, however,

visits with her mother ceased when her mother was sentenced to five years in prison for a
weamns convictionLayla had recently started play therapy and compldtenl sessions. One

3" See OIG death invegation Maya Schauer OIG#202D76
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month afterLayla learned that she would not return hgrher godmother reporteldayla was

pinching and hitting herselfulling out her own &ir, and talking to herselbut Layladenied

having an imaginary friend.ayla was psychiatrically hospitalized and remained hospitalized for
five days, then r et u8hewabdiagoosed with Intgronittemtdkplogve 6 s ¢
Disorder with no medicatiorshe received @ekly irhome SASS services to address coping and

social skills deficits.The foster careagency arranged fd8OC servicesto providelLayla with

respite and community activitiedn June 2013,Laylad s godmot her obtaine
guardianship, just one geafterLaylabs hospi tali zati on.

Bryce (No Transitions)

Bryceent ered relative foster care because of hi
heroin and prescription drug abugryce was placed with a paternal aunt alomigh his three

siblings (ages seven yeark3 years, and 1Bontls ) a n d tour-weeleold mfand Bryce
remained in the home for seven months before his psychiatric hospitaliBatiosd s r eason f
hospitalization included increasetlysical aggression towards l&gswenyearold brother, infant
cousin,and pregnant aunt, ovetwo-weekperiod.When asked about his aggression towards his
aunt,Bryceresponded that he did not want her to have a tyge drew pictures of the house
burning down with him as the lone suivor, and reported that a friend in his head told him to

draw the pictures of the house burning and to hurt his brother. During a phone consultation, the
SASS screener requested that the foster mother Iliigge to the emergency room citing
concerns foherself and other members of the househetdi-yearold Bryce was admitted and
remained hospitalized for five daysblospital staff noted thaBryce was the youngest and
smallest child on the unitde was discharged back to his relative foster placemdht a
diagnosis of Adjustment DisordeBryce did not receive any prescriptions for psychotropic
medication.SOC services began after his discharge and he met with the SOC worker on a
weekly basis to address anger control and promotion of social anihfgactions.The SOC

case closed three months latéhe foster parent reported an improvement in his behavior.
Brycebs bi ol ogi cal mot her visited conkiAsgusent | vy
2010Brycedbs aunt tr avel Imemrths toassidViexhusband wWitlo ditizehshippand
Bryce and his siblings were temporarily placed with another relafitee. aunt returned from

Mexico in November 2010, resumed caring Boyce and his siblingsand received a foster care

license in Januarp011.In March 2011 Bryceds bi ol ogi cal father di e
overdose of opiates and methadoHa. s mot her relapsed after the
engaged in serviceAf t er t he fBathseréasntdeaépor tBByabls an i n

aggression andis fighting with peersThe agency referreBryceto SOC services that included
providing the aunt with support and education regarding traumatsrdfects on children.
Brycehad weekly SOC services from July through November 2Bdyle began kindergarteim

the fall of 2012and his aunt reported that he did well in schddle SACWIS notes did not
contain any contacts by the case manager highschool.Brycedb s aun't obtained
guardianship of him and the Department closedchsen August 2013

Rohan (One Transition)

Rohar® $amily receivedintact services for 23 months after the Department indicaied24
yearold mother foinadequate Supervisiomhen she left thenneyearold Rohanwith a friend
and did not returnintact services began in December 2007, and five months later the
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Departmentagainindicated the mother fdnadequate Supervisicafter she leftRohanand his
three older siblings (agesven, five, and thr¢evith al7-yearold relative for the weekendhe
mother gave birth to her fifth child in August 200Bhe mother completedourtordered
parenting classeand the agency recommended mental health assesdrheagency closed the
intact case in January 2008ix months later, the Department indicateé mother forCuts,
Welts, Bruisego four of her children, includingwo-yearold Rohan The mother admitted to
hitting her children with a belt nicknamed tiidemono The Department took protective custody
of Rohanand his four siblinggthen ageseight, five, four,and 10 months The three oldest
childrenwere placed in relative foster caardRohanand his 1@monthold sibling were placed
with the noncustodial fatherThe Department monitored him for three months and the court
closed his case in Gater 2009.Two months laterin December 20Q9police responded ta
domestic disturbance in the home when the
with the uncl eds par amoTlhreeyeanslt Rohaadndtioree Ipatevha d
half-siblings witnessed the violencEhe Department indicated the paramourSabstantial Risk

of Injury to all four children angrovided intact familyservices.The Department referred the
paramour for mental health and substance abuse assessnteolsshe refusedThe father
refused to complete parenting and a substance abuse assessment and faileddioataioe a
physical and immunizations, an early intervention assessiuathtenrollment in Head Start, as
instructed by the intact services werkThe family moved twice during the intact family case
without notifying the intact workein February 2011the Department initiated second and third
investigations for allegations dfailure to Thrive Risk of Substantial Injuryand Medical
Neglect Rohard six-monthold half sibling required hospitalization and received a diagnosis of
nontorganic failure to thrive. At this timdpur-yearold Rohanand four of his paternal half
siblings (hreeyears two years one year, and six months) were removefiom the home and
placed in foster care.

In the first two weeks after removal from their fathRghanand histwo-yearold halfsister
moved twice because the foster parents reported being unable to handle their bdRakians.
had been found naked withis halfsister trying to put his penis in her moutkWhile both
children had lived with their fathethere were reports that the children witnessed adults in the
home engage in sexual intercourdde Department indicated an unknown perpetrator for
Sulstantial Risk of Sexual Injurip both childrenRohanwas placed in a traditional foster home
with two older foster siblings, ages 18 and, Hdd began therapy to address sexualized
behaviorsFive months lateran incident occurred in the foster homleen Rohanwas playing in

the kitchen while his foster mother cookéde foster mother had purchasBdhana small
broom;while she was cooking, he lit the broomtbe stoveThe foster mother extinguished the
broom quickly, but reported the incident to tteese manager and therapist.the recent past,
Rohanhadl ear ned hi s mot herds house had caught
Rohar s t her api s after dearhirg eofl the S&iIGeBISASS approvedRohan for
hospitalizatior?® Rohanremained hospitalized for nirdays, was diagnosed with Intermittent
Explosive Disorder and Impulse Control Disordand was givera prescription for Tenex.
Hospital staff noted th&ohandid not exhibit any aggressive or inappropriate behavior while on

the unit. Rohanreturned to his traditional foster parent, who expressed an interest in adoption.

f at
n

on

The foster parent preferred the agency therapist and SASS closed their case with no services.

After Rohard s h o s p jhis thérapist @dnsuleed with psyhologist with expertise in child

¥ See section entitledathologizing Behaviors, page.28
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sexuality regarding his sexualized behavioihe psychologisdisputed the conclusion that

Rohan compelled his sister to engage in sexualized behavior; rather the behavior appeared
cooperative and directly mimicked theudtdsexualized behavior the children had witnessed.
Beginning in January 2012he foster mother reported observilRphan speak to several

different imaginary friendsAlthoughRoha® s f ost er mot her di d not r e
about his imaginaryriends andRohads t her api st did not bel i ev
psychotic or that he suffered from a dissociative disofdeha® s case manager no
very alarmedIn April 2012, the foster parent eliminated most sugar flRoha® s  drovieldad ,

healthy snacksand notedimproved behaviorThe school established a 504 plan to address
Rohad s b e lhatwsame mantiHn November 2012he began taking Ritalin and canied

to take Tenex four times peay. At times Rohanexhibited sexualized bewars; in December

2012 his foster mother reported that he attempted to order pornography qepagw. As a

result the foster mother installed parental controls on the televisiofpril 2013 he continued

to visit with his father once a month, heaid not seen his mother in almost two yeardMay

2013 the therapist noted th@&ohanhad attached to his foster mother and recommended
adoption.He was successfully discharged from therapy in December B&l8ontinued to take

Tenex and RitalinThefoster parent adoptdglohanin August 2014 and DCFS closed his case.

Single Hospitalization and Placement Tranisions Prior to Hospitalization (1 Child)

Casey entered foster care after the Department substantiated allegationsadgquate
Supervisionaganst his parents related to their significant substance afduse.foster care
agency initially placedCaseywith paternal relativesAfter one monththe relatives issued a 14
day notice <citi nghetadgercy thea placedihim énra dtahal fioster homé .
with a oneyearold foster sibling.Caseyremained in that home for two months before his
psychiatric hospitalizationDuring that time, he qualified for early intervention services that
included speech and occupational therapes the services had not begun at the time of his
hospitalizationln addition, ather than attending an early education progtamthreeyearold
attended daycare provi ded [Freom April throdglo Bine011 par en
agency staff notethat Caseydisplayed socially disconnected behaviors, becdefeant, and
exhibited physical aggression as well as-sglirious behaviors such as head bangingng,

and scratchingThe agency referred him for play therapy and he had three sessmmto gris
hospitalizationThe agency also referred him 0OCServices, which had not started at the time
of his hospitalization.

At the age othree Caseywas one of the youngest childrenGohort Twoto be hospitalized and

he had been in foster earthe shortest length of time&ASS had deflected him from
hospitalization two months prior to hisnitial hospitalization when his foster mother reported

that he had extreme verbal outbursts and temper tant@mghe day of his hospitalization in

July 2011,the foster mother reported two incidents earlier in the dayevhe tried to strangle

his oneyearold foster sibling while at daycasnddemonstrated head banging, biting himself

and picking at his fingers until they bleHe renained hospitalied for 37 daysthe longest

initial hospitalizationfor any of the children if€ohort Two DuringCasep s hos pjhisal i z at
foster parents requested that he not return to their home, citing concern for the younger foster
child. The Department approvedhnfor specialized foster care and placed in him in a new home
upon dischargeCasey sase wagransferred to a new agency because of his specialized status.
His discharge diagnosis was Intermittent Explosive Disorder with no prescription for medication.
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Caseyadjusted to his new foster home and the new agency provided respite services for the
foster family.The foster mother reported no problems with aggression; however, he used profane
language when upselle experienced difficulty with bed time and Ibaime, but could be
successfully ralirected.

After his dischargdrom the hospital anglacement in the new foster home in August 2011
Caseybegan weekly play therapy with an agency therapist, which also included family therapy

once a monthHis agencytherapist diagnosed him with Intermittent Explosive Disorder and

RAD in September 201Xaseyhad been visiting with his biological father on a weekly basis

but his mother had moved out of state and not maintained any céntdahuary 2012Casey s

father stopped participating in services and visitiBx months laterhis mother engaged in
servicescompleted an kpatient substance abuse treatment program, attended support meetings

and participated in random urine screéifg&e mother also engagedimdividual therapy services

to address diagnoses of depression and antietgeptember 201Zasep s t her api st r
the diagnosis of IED and added a diagnosis of PF&Dcontinued to have a RAD diagnosis.

In November 2012Caseybegan consistent srtation with his mother, twice panonth. The

visits increased to weekly in February 2013. One month, ldtercourt set the goal as return
home to his mother in October 2013ver the summer, the mother had unsupervised visits with
Caseyand the case mager visited her out of state home, approving the residence for insits.
July 2013Caseyp egan unsupervised Vv ihe agersy refdrredtthe case mo t h
to Interstate Compact for assessméifite receiving state denied the placement cithmg the
mother, who only worked patime, relied on her paramour for financial stabilifjhe paramour

had substantiated allegations Exfivironmental Neglecand Inadequate Supervisian 2006 to

his then 12 and 13yearold children.Casep s t h edtechtpat & delaynn his return home
would have a negative impaelis therapist concluded that his symptoms of RAD had resolved
because of appropriate attachments with his foster family and biological moktieemother
ensured that she knew of commumiggources should her son need mental health services in the
future.Caseyhad been attending a kindergarten program and performed at grad@ heveburt
returnedCaseyto his mother in October 2013.

Single Hospitalization and Transition After Hospitalization (1 Child)

Wyatt(One Transition after Hospitalization)

Wyatt entered foster carat two years oldafter the Department substantiated an allegation of
Substantial Risk of Injunagainst his severelgentally ill mother.The mother had two older
children removed from her care priorféyattt s bi r t h b e c aneyweaoldWyatb ur ns
wasplaced in a relative placemewntith godparents, and was the only child in the hovighin
three months of placemewyatt had a medical evaluation after higegiver reported that he
had difficulty regulating his emotions aha@daggressive outburst8yatt demonstrated delays

in all developmental areas and received a diagnogtS 8Dand Global Developmental delays.
Recommendatia included psychotherapy, kmhor, family, speech, occupationaland
developmental therapie$he agency provided his caregivers with respite services\\ayait
participated in early interventioservices to address his delays)ich transferred to achoot
basedprogram on his thirdbirthday Eight months later, in January 2018 neurological
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evaluation revealed Dysgenesis of the Corpus Calld8ushortly after his diagnosis the
Department approvetlVyatt for specialized foster caréde began weekly psychotherapy to
address emotionand physical abuse, developmental delays;ispifious behaviors, sexual
acting out, lack of regulatory functipmand frequent and violent outburstde attended year
round school in a state pkendergarten to maintain his acquired skills and mininaiggression.

Over the next 10 month3)Vyatt continued to have tantrums and aggressive behawiors.
November 2010, SASS deflectedyatt from hospitalization after his caregiver reported
increased head banging and aggression towards himself and dtle8ASS clinician obtained
corroboration of aggression from his therapist and teacBAISS began stabilization services to
assist the foster family with behavioral interventions in the hdrheeeyearold Wyatt had an
evaluation througiB a n n e r  CHiospitadl in &anudrg 2011 and received prescriptions for
Ritalin and Rispadal. In March 2011 Wyatt participated in a partial hospitalization program for
two weeks from &.m. to 3 pm. daily. His discharge diagnoses include®AD Combined Type
and RADand he wasprescribedRisperdal and Clonidingde received medication monitoring
through a psychiatrist &psilon Community Mental Health Providérhe foster parents were
referred for trauma and descalation training to help assist in managiigattd s  VioeshAa
this time the court also terminated parental rights.

In the fall of 2011 Wyattd s psychiatr i stRispesla,awhichresalige ini n g h
increasingly aggressive behaviors towards himself and otiMyatt was hospitalized for 19

days andeceived a diagnosis of @®ilar Disorder witha prescription for TenexVyatt returned

to his foster home, but his behaviors became increasingly difficult for the foster parents to
handle.School staff added a behavioral intervention plan to his IEP.

In Jawuary 2012, four months after his discharge from the hospital, an Older Caregiver
Evaluation recommended that the foster care agency locate a new adoptive resoiyattfor

His 60yearold reldive foster mother had diabetes aadthma and reported intenittent
depressionShe had recently begun therapy after the death of her mother six months earlier and
received homemaker services through the Department of Rehab Services to assist with laundry
and cleaningThe 57%yearold foster father also had diabstandhadrequired back surgery at

the end of 2011The surgery required rehabilitation and the foster mother determined she was
unable to care fathe foster fathemi the home. The foster father reported that he suffered from
anxiety for which he saw therapist and tookexapro(antidepressant)lhe foster parents also

had significant financial difficulties.

In April 2012 Wyattb s t e a c h e r Wyatt lpd high eandxiety ih aew situations that
manifested in negative behaviorAn updated psychiati evaluation diagnosed him with

Pervasive Developmental Disorder NOS, RAD of infancy, PTSD, Depressive Disorder NOS and
Separation Anxiety Disordein August 2012the agency identified an adoptive placement for

Wyatt and his therapist addressed the movéherapy.In that same month, befol&yatt was

placed in the new home, his foster mother called SA&Ereportedncreased kicking, hitting,

and scratching, which she believed increased after he learned of theSAS& .deflected him

from hospitalizabn. He moved to his new specialized foster hothe following monthafter

completing several prplacement visitsAfter his move,Wyatb s behavi or probl er

%9 Dysgensis of the Corpus Callosum is a malformation between the right and left hemispheres in the brain.
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and his new school removed the behavior plan from his IEP, but he continued to recesle spe
education serviceddis medication monitoring transferred to a differégsilon Community
Mental Health Providelocation closer to the new foster home and he transitioned from weekly
therapy atone local hospitato Al pha Chi | d.rTeena@gscy atso providdd adspite
servicesOn February 25, 2014 the caregiver adopigattand DCFS closed his case.

Multiple Hospitalizations and Minimal Placement Transitions(4 Children)

Six of the 12 childrer{50%) inCohort Twohad two or more psychiatriwospitalizationsThree
of these six children had five or more subsequent hospitalizations.

Shannon(Six Hospitdizations,One Transition to Residential Placement)

Shannorentered foster carat threeyearsold after her mother allowed her father, a wioted

sex offender, access to the homé.the time she entered foster care in July 2068 was
already receivingearly intervention servicet® addresslelays of 51% or greater in all domains

and functioned at the equivalent of a18 month oldwith alimited vocabulary of 145 words.

She received speecloccupational, physicaland developmental thergs through early
intervention until her third birthdayvhen servicestransferred to the local school distri@he

also receivedsupplementabpeechand occupational servicam aweekly basis The agency
referred her foSOCservices to assist with her behaviors in the hddmannorremained in her
relative placement for three yeafiom July 2009 through July 201k September 2009, within

two monhs ofher placemen relative foster careShannorwaspsychiatri@ally hospitalizdfor

20 days, her first hospitalizatiolm the months leading up to her hospitalization, SASS deflected
her from hospitalization four times after her relative caregivep®rted aggression and self
injurious behaviorsAt the time of her first hospitalization, the relative foster mother reported
that Shannorhad increased aggression, put her finger in her rectum, smeared feces on,the wall
and experienced night terrohanno® s daycare provider reported
other children andsaid she ate wood chipgrass,and mulch. Thregeearold Shannonwas
discharged from the hospital with diagnoses including PTSD, Intermittent Explosive Djsorder
and rule ouExpressive Language Disorder with a prescription for Depaknter the next two

years and nine monthsShannon was psychiatrically hospitalized five more times.
Approximately one month after her first hospitalizati®hannorbegan individual therapy wit

the foster care agency therapiShe was rdwospitalized in February 2010 f@3 days her
second hospitalizatioior behaviors that included increased aggression and increased sexualized
behaviors.She remained on Depakote and the hospital psychiatdded Topamaxantk
seizure) Her diagnoses included PTSD and Developmental Language D&aying
hospitalization she required a eoe-one aie to assist her in participating in group.

In May 2010, approximately two months after being discharged fransecond hospitalization,

she received a diagnosis of Pervasive Developmental Disditiele the evaluating clinician
recommended Chilgarent Psychotherapy, there was no evidence she received the mental health
service as recommeed and continued withher therapist through the foster care agency.
Shannorwas rehospitalizedfor 13 daysn March 2011, her hird hospitalization, for behaviors

that includedurinating on the floor, inserting items in her anus and vagina, physical aggression
towards other, rad eating nomutritive items. Shannod doster parents visited during her
hospitalization and patrticipated in a family sessidpon discharge she received diagnoses of
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Intermittent Explosive Disorder, PTSDand Pervasive Developmental Disordand was
prescribed Topamax and Seroquel(secondgenerationantipsychotic, used to treat Bipolar
Disorder) In August 2011 Shannorbegan kindergarten at a therapeutic day school where she
received a onen-one classroomidein a classwith four other childrenShamonhad an IEP for
services that included occupational, physical and speech ther&padk utilized a behavior
management plan

In December2011, nine months after her third hospitalizati®@hannonreturned tothe
psychiatric hospitaor 16 daysfor auditory and visual hallucinationkck of sleepandphysical
aggressionDuring this fourth hospitalization staff completed a behavioral intervention plan.

The Behavior Analyst provided the foster family with instructions to carry Shannod s
behaviorplan in the foster home. Her discharge diagnosis included Mood Disorder NOS and
Pervasive Developmental Disorder NCEx months laterin June 2012Shannorreturnel for a

fifth hospitalization ofl5 days foincreased aggression, avoidance of activia@es impulsivity.

During her hospitalization, staff assisted the foster family with behavioral management strategies
and safety proofing their homeder diagnoses included PDD, PTSEnd Unspecified
Intellectual Disabilities. At discharge her medicationsncluded Clonidine and Seroquesix

days after discharge&Shannonwas rehospitalized asixth time, for 15 days for increased
aggression that included throwing furniture, tearing clothes, smearing feceginga necklace

around her neck until her fadurned redDuring the hospitalization, staff explored the foster
parent s o6 alShahnod s e sEhe fdstemparents expressed ongoing frustration and
requestecdhdditional supports in the home given the needonstantly supervis8hannonHer
diagnoses remained PTSD, Pldnd Unspecified Mental Retardatidtier medications included
Clonidine, Seroquebnd Benadryl for sleegghe receive behavior management therafpgm a

Board Certified Behavior Analyst, outpatient psychiatry seryieesl individual and family
therapes After her sixth hospitalization iduly 2012 Shannob s f ost er padaent s i
notice to the agency, citing that they could no longer enShemnod safety in their home.
Shannorhad learned to unlock doors arepeatedly ate things that were a choking haZgind.

foster parents stated that she required 24 hour supervision and they did not believe they could
provide that level of car@.he foster parents expressed a desire to remain a @ineahod s | i f e
and adocate for her best interests. At this tilBhannonparticipated in a 9@ay diagnostic
program that recommended placement in a residential settimgJanuary 2013 Shannon
transitioned to a residential placement where both rhether and relative fosteparents
continued to visit In February 2013the court changed her goal to not suitable for home
environment.While placed in residential car&hannonwas the victim of three substantiated

child abuse and neglect investigations against residential staff.

Isaac (Five HospitalizationsOne Transition after Hospitalization)

At the time oflsaa® s  phis L Aydarold mother had not completed the necessary training for

lsaa® s d i s cdhewasgsebseguently indicated fBubstantial Risk of HarnThe maternal

aunt (also thebiological mot her 6s guardi an) , reported conc
marijuana and cocain@ver the next 21 monthisaaclived in the home of maternal aunand

the mothemwasin and out of the home sporadicallyhe motherexpressed an interest in giving

the aunt guardianship, but never followed throuBluring the intact casethe Department
substantiated allegations against the mothéZuit, Welts, Bruise® then 19monthold Isaac

The mother appealed and the Departtmmdicated an unknown perpetrator. Weeks before
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lssads second birthday, the court awar d@d guar
with his godmotherWhile Isaaclived with his godmother, he received early intervention
services to address a speandlanguage delayn December 200%aachad tubes placed in his

ears to address speech issuesAugust 2010,threeyearold Isaac saw a psychiatrist for
aggressive, defianand hyperactive behaviorsle was diagnosed with ADHD combined type,

Anxiety Disorder and rule ouDDD. The psychiatrist prescribed Tendr. November 2010

Isaacwas prescribed Addergltimulant used to treat ADHPbut he did not tolerate it welhnd

the psychiatrist replaced the Adderall with Ritdiive months later Psychotropic medication

was the first line of treatment fésaa¢ and no other therapies or services had been put in place

to address his behaviors.

The case manager referrddaacfor a mental health assessmemtApril 2011, after he had
alreadybeenon psychotropic medication foeight months, because the godmother reported
Avery destructiveo Heerdcaeived adiagnasis df Maod @isorder NOS u e s .
because of extreme emotions with highs and lows. The godmother reportedsaaat
experiencedanxiety about being removed from her care and returned to his mother. The
community mental health agency planned to provide weekly sendoeshe services did not
begin until four months after his assessmédiite community agency record did not contain
detailed documents regarding the occurrence or substance of weekly sdssiday. 2011,

Isaac participated in a Speech, Occupationahd Pediatric Psychology Evaluation due to
concerns with speech delays, disruptive behavior, hyperactivity, aggréss$iaeior and self
injurious behavior.He was diagnosed with ADHD Combined Type and recommendations
included a speech evaluation, counselargd ABA training for his foster parenthe record did

not contain any indication that the godmother ever recehBs training. Whilelsaaccontinued

to receive mental health service from a community provider, there was no indication that the
agency evaluated the effectiveness of the service in light of his continued aggressive-and self
injurious behaviors.

In August2011, four-yearold Isaacbegan a pr&indergarten program dtis local elementary

school Prior to his enrolimenhe attended a daycare while his godmother workedording to

the godmotherisaachit, pushegand spit on other childrest daycareAt a DCFS Clinical staff

meeting after his first hospitalization, the godmother reportedifia@ici c oul d no't han
enrollment in a Head Start program, therefore she had him attend a fulldiyaireThe case

record was silent abolsaa® s e n rio HeladrBtant br any subsequent difficulties he may

have experienced in the progra@ne month later, in September 2018aa® s god mot her
required hospitalization for depression and received a prescription for Z&8efective

Serotonin Reuptake Inhibit T SSRI) She began medi cal |l eave for
severe anxietyo and r emai nlsaad so nf inmesdti chiibes plietaavl e
record did not contain any indication tyhat th

to care forlsaacat thattime. In December 2011, just before his fifth birthday, SASS approved
Isaac for hospitalization. The foster parent reported that he attempted to strangle her
granddaughter (age unknown) and had not slept in three ldag® ssychiatrist recommended

that the foster parent take him to the emergency room for an evaluiea® s first
hospitalizationwasfor six daysandhe wasdischarged with diagnoses of ADHD and ODd

which hewas prescribedClonidine and TenexAt dischage he returned to his godmother and

the Department approved him for specialized foster @sreéhat time, his case transferred to
Gamma Foster Care Agenchut his services with the community agency continudtke
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godmother was referred for a parentingpup at the community agency to gain effective
parenting skillslsaaccontinued to receive medication monitoring witis treating psychiatrist
Afterlssa© s di scharge from his first hospitalizat:i
noting thatthe godmother allowetsaacto go three days without eating, which she attribuied

part to the godmotAldadr dd omwan | gt isthge malietds .t he
sleep [herself] and so refuses to practice getting him down at a reasenali Acoosdingdto

the staffing documentsaa® s t her api st rde2gobrpimeadd thema hip8h.e napp
bedtime refused to go to bed and did not fall asleep until midriggiool staff reported that

Isaac had difficulty remaining alertthroughout the school dayThis DCFS Convener
recommended that the case manager dstacfor a psychological evaluation to determine his

level of intellectual functioning as well as a psyafeurological assessment given his diagnoses

of ADHD and Fetal Alcohol Syndrome (which had been reported by the foster parent, despite
records indicating that FAS had been ruled out in May 2011 during his Speech, Occupational and
Pediatric Psychology Evaluatioff). Regardinglsaa® s sl eep habit s, t he (
recommended that the case manager and pediatrician address this issue and develop a sleep
hygiene programAt the 30 day staffing, th&amma Foster Care Agencgse manager had not

ensured thalsaa® s pedi atrician addr es gseHtcontinedteseé i ng ¢
his SASS therapist through the community agency, and had been referred to a therapist through
Gamma Foster Care Agendyut no therapist had been assignadegards to recommendations

about the godmother, a community agency paezhicator made one home visit, but the
godmother refused servicesdditionally, the godmother would not commit to attending group
parentingsessionsat the agencyT he Cl i ni c al Convener noted tha
psychiatric admissiqrthe cae manageand t her api st shoul d ensure t
health needs were being addressed and did not negatively laffactThe case record did not
contain any evidence that agency staff assess
Convenerds concerns with the assigned I|,icensi
over two years later.

In April 2012, the community agency noted tHahac made progress in weekly individual

therapy sessions and his godmother reported hsbtehor fAwasndét as bad. o H
and expressed his feelings betfBne community agency clinician noted that they had worked

on coping skills, expression of feelingsand relaxation techniques anthey provided the
godmot her witBeiandiCGagdhd glhart tBetwaeslneiand t he
September 2012saacwas psychiatrically hospitalized four more timéstaling 29 days of

inpatient hospitalizations with only one day between the second and third hospitalizations.
dischage after each hospitalizatipisaacreturned to his godmothdReasons for hospitalization

all four times included aggression, agitation and hyperactilatyFS Clinical staffedsaa® s

case after his consecutive hospitalizations in June and July 2B&2Convener noted that the

foster parent reported his behavior improved after visits with his mother gtidetiedications

changed to Adderall and SeroquElis therapist withGamma Foster Care Agensaw him

weekly for individual and family therapywhile he received special education for speech
services at schoolsaa® s | EP di d not address behavior pro

“°The evaluation noted that Isaac did not have all theipalcharacteristics required to meet the criteria for the
formal diagnosis. The clinician noted that his behavior problems may be relategt¢éodarexposure to alcohol.
There was no indication that the clinician considered a diagnosis of NeurobehBisorder associated with
prenatal alcohol exposure.
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school. A new Gamma Foster Care Ageneyorker took overlsaa® s case i n June
discovered that the previous Wwer had not completed the recommended referrals for
psychological and neupsychological evaluationsAdditionally, the godmother had not
completed training for specialized foster parents or attended Trauma for Caregjivefsthe

prior recommendationsad been made six months earlier January 2012After Isaa® s f i f t h
hospitalization staff continued to recommend he remain with his godmother in order to
minimize the trauma associated with moving placemdiits. DCFS Convener noted that while
Isaacreceived mental héth services from two providertherapeutic interventions and progress
remained unknown because therapy reports had not been subdtbtionally, it remained

unknown if the godmother had attended the previously recommended traunmagirdhe

DCFS Clinical Convener recommended that the case manager explore a refelsahédo
receive Eye Movement Desensitization Reproces
the treatments of choice for traumatized childferThe Convenerisr mi s@md s fiabi | i ty
remai n i n a family setting without CThent i nue
appropriateness dfaa® s pl acement with his godmother was
hospitalization, in September 2012, whenpbssibility of residential placement was considered.

The Department did not approve residential placement, howevelsaacremained with his
godmother. Child welfare staff never considetédt the godmother, who had documented

mental health issueandrefusedto participate in servicesvas contributingto Isaa® sehavior

difficulties. The record contained no indication ths@acever received the recommended ABA

services or the foster parent received previously recommended traimnigall 2012, shool

staff andlsaa® s godmot her reported i mprovements in
and decreased hypactivity. School staff developed a behavior system for him that was given to

the godmother dailyHis school incorporated speech and quational servicem February 2013

In June 2013the Department initiated ahild abuseinvestigation after a report that the
godmother allowed a registered sex offender to liieeirhome.During the investigatiorisaac
provided credible statemeritsat the paramouivedin the homeThe Department indicated the
paramour ér Risk of Harm/Sex Offender Has Acceasd unfoundedillegations againsthe
godmother based on her dentiaht her paramour liveth the homeThe agency removeldaac
from the hone and placed him in a specialized foster hoifilge godmother appealed his
removal, but the decision was upheld given that the godmother had jdaeeth an unsafe
situation. According to the case managdeaacadjusted welto his new placemernd thefoster
parent providedhim with increasedtructure such as behavior plan that allowed him to put an
item he wated on layaway, when he earned enough green days, they could buy thelszme.
continued medication monitoring withis treating psychtast, and in June 2013 his medication
changed from Adderall to Focalin and he continued on ClonitHieeSASS followup with the
community agency¥nded inSummer2013, but he continued to have weekly therapy with an
Gamma Foster Care Agendpherapist. Shortly after Isaa® sremoval from preadoptive
placementvith his godmother, the biological mother expressed an interest in having her parental
rights reinstatedAt a clinical staffing in September 2013, the case manager reporteldahat

“I The National Institute of Health and Care Excellence (2005) does not recommend EMDR as treatment for PTSD

in children, rather, use of trauslea s ed behavi oral t her ap yhe prefeargdttreatnent. o s ui t
Two staff from DCFS clinical (a clinical convener and clinician completing an integrated assessment)

inappropriately recommended use of EMDR with two of the children in this investigatiodissassion of

Reyanedé on page 65
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no longer expeenced nightmares, slept bettand did not display aggressive or hyper behavior

in his new foster homeéOne week later, the court-ren st at ed the bi ol ogi cal
rights andlsaacbegan visits with his motheHowever, at the end of Octob2013 it was

discovered that the godmotlbesmdopton petition had already been filed and the biological

mot her 6s rights we néovember 20l3sapebegan td receivimcreaset e d .
educational serviceafter hisschool reported thdte failed all of his classeandhe was enrolled

in a program that provided extra help with a reading specfahs80 minuteseach dayA new

IEP provided for a selfontained classroom with social work services, occupational thexagy

reading assistanck January 2014saaciii ndi rectly made statements
said he felt like no one loved hiniThe court reinstated visits with his mother and godmother

that same monthVisits with his godmother were unsupervisésha® s f o streportedo ar e n
increased aggressive behaviors, sleep disturbaandgelling the foster parent he did not have

to listenduring this time periodHis sclool performance had improved amdMarch 2014 Isaac
received passing g¢r dndNosanberi20ld the: doertd dismissedethe A6 s .
godmot her 6s petiti on flsaacceasetddepcontinned toaisitdvithanis | Vis
mother twice a weekn January 201l5hi s f ost er mot her Gammaéwmtert h d e
Care Agencyplaced him in anew specialized fostehome He remained in the home for two

months andhe foster mother had difficultgaring forlsaacalong with two other specialized

children in the home, ages seven andH2moved into a new specialized foster home in March
2015,where he remainglis goal is return to his mother with a target of summer 2015.

Zoey(Two Hospitalizations©One Transition Before Hospitalization

Zoeyentered foster cai two-anda-half years oldafter a failed intact family case and-gaing

domestt violence between her parenfmeyd s -y&agbld father forced himself into the home

and hit her 3%earold mother with a bottle and slammed her face into a towel bar, \@bieyd s
four-yearold sibling witnessed The Department took custody @bey and her five siblings

(ages 1l4years 12 years,four years one year, andthreemonths) and all of the children were

placed with the grandmothet the time of entry into foster care/oey passed her
developmental screening and did not meet the criteriaddy intervention servicedll of the

children were removed from the grandmother six months later when the Department indicated

the grandmother fo€Cuts, Welts, Bruiseafter she beat the children with belts and handérs.

agency then placetireeyearold Zoeywith three siblingsthenagesthreeyears six years,and

21 months) in a traditional foster home which
Zoeypo) s foster family enrolled her i n a ¢éricense
placement in July 201Daycare staff reported thabeyhad aggressive behaviors and called the
CARES lines four months later because of aggression and defi@mee&ASS clinician called

the foster parent, who met the clinician at the daycare fagbessmenfccording to the foster
mother,Zoey had been exhibiting outbursts for one month with head banging, scratching and
biting herself. The foster mother did not believe thabey needed psychiatric hospitalization.

SASS deflected her from hospitadiion and opened a case for community servites. weeks
later,Zoeyand her foster family participated in a mental health assessmentlinician noted

thatZoey presented with mood swings and aggresdinring the assessment, the foster mother
repoted that the family considered issuing adgy notice forZoeyd s r e mov a | becaus
behaviors.The case record did not contain any indication that the foster family, who cared for

five children, received any respite servicébie SASS clinician diagrsed Zoey with Mood

Disorder NOS and recommended cseiimg, psychiatry up to twice pereek and services from
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a family resource developefoey participated in her first session with her SASS therapist 39
days after her initial assessmei. December 201, the foster mother requested a SASS
evaluation afteiZoey exhibited increased aggression at daycare and in the foster Home.
scratched herself, banged her head kicked the wallThe foster mother believedoeyd s
behaviors placed the other children the home in dangeBASS approvedoey for her first
hospitalization ofix days during whichshe was diagnosed with Mood Disordéoey did not
receive a prescription for psychotropic medication at discharge and returned to her foster home.
Two daysafter her dischargeZoey was readmitted for a second hospitalizationaggression
towards her foster mother and siblirged headanging She remained hospitalized for 11 days
during which the foster parents attended two family sessigktsdischarge her diagnoses
included Mood Disorder NOS, ODD, RAD, and PTSDe received a prescription for Clonidine
and returned to the foster honte.February 2012Zoeybegan taking Tenex and Trileptalfter
Zoeyos di scharge from her uayidptmedostér pasepts te@otted z at i ¢
sexually problematic behavior betwegney and herthreeyearold sister.Both girls had sex
abuse evaluations amvdere referred toDelta Community Mental Health Providésr services.

The sisters disclosed that theilder brother sexually molested theNisits with the brother
ended.Delta Community Mental Health Providalso provided the foster parents wikyclo-
educationatraining. Zoey attendedveekly play therapy throughota Community Mental Health
Providerandreceived SOC service$he foster parents received trauma training classes through
a community agencyOne month later, DCFS approvédey for specialized foster care and the
foster father stayed home fdiine to meet the needs d@beyand the otherdster children in the
home.Zoeywas medically hospitalized from April 18 through May 5, 2012 for Dress Syndrome,
a reaction to certain medicatiotfsZoey attended kindergarten and continued to receive weekly
therapy fromDelta Community Mental Health Prider and weekly play therapylhe foster
parents attended one session a month &ghy to work on attachmen#Zoey also received
monthly medication monitorindder foster parents adopted her in May 2013.

Greta(Two HospitalizationsOne Transition BeforeHospitalization)

Gretaentered foster carat threeyears oldafter the Department substantiated three different
incidents oflnadequate Supervisio®n all three occasion§retawas found outside, at times

without appropriate clothing, without any atdalpervisionThe police responded to calls from
neighbors and foun@Gretawandering by the side of the highway. At the time of the third call

when police went to the home they could not waket&d s mot her t o answer th
mother awoke she lab the police all of the doors had been locked and @ratamust have

crawled out the window above her bed while she slgp. 34yearold mother had a significant

history of mental health and pedubstance abus&retad s f i r st pl acelment w
relative disrupted after nine months because the aunt could not Itaredé®® s b e hTaev i or s .
agency place@retain traditional foster home for three months when she required psychiatric
hospitalizationThe foster home consisted of five other childagessix, eight 10, 11 and 19.

In November 2009, eight months after entering foster daretareceived a psychological
evaluation fromLambda Community Mental Health Provid&retawas diagnosed with ADHD
with a Full Scale 1Q of 105 (within the averagange).Gretaexhibited significant executive
functioning deficits related to inhiliy her behavior, maiaining emotional control, planning

2 See Melications IssueZoey on page 91
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and organizing informationand memory recallAdditionally, her communication skills, home

living, selfcare, scial skills and motor skills measured below average and she exhibited
difficulties with sensory processing, attenti@nd aggressionHer recommendations included
strategies to address her inattentiompulsivity, and sensory issues referral for an
Occupational andsensory Integration Therapy evaluati@md traum&ocused therapy where
Gretd s f oster parents could | earn handstrdtegies t r aur
to managehosebehaviorsThe evaluation also recommended evaluatarpbssible medication
management of her ADHD symptoms once she had an opportunity to participate in occupational
and individual therapied'wo months later, in January 2Q1¥®retabegan outpatient psychiatry
services and received a prescription for Ritaihe also received individual therapy and family
therapy with her biological mother ¥tctory Community Mental Health Provideghe had been
referred for system of care services but records did not indicate that these services began prior to
hospitalizaéion. Gretaattended a prkindergarten program with an IEP and spent 100% of her
time in the special education classrodshe required a highly structured, small setting in order

to function at schooln March 2010Gret®d s psy c hi at r i sbangimgasdeickingge d her
her fingers until they bled he foster parent reported thatetawas aggressive toward hfeister

family and peers at her preschool program, screamed for hours at, aritineequired restraint

during tantrums to prevent her from trang herself or others, threatened to cut her foster parent

and was abusive to the family p8ASS approvedretafor her firsthospitalization {6 days.

She received diagnoses ADHD, Mood Disorder,and ODD with prescriptions foRisperdal

and Ritaln. Upon dischargeGretareturned to her foster home and the Department appiweed

for specialized foster care.

In March 2010Qthe courtalsograntedGret&d s mot her unsupervised overr
the existing visiting plamhatincludedvisits five daysperweek from 3:30p.m. until 7:30p.m.

The visiting schedule as reflected in the case record was chaotic and often fluctuated because of

t he mot her & sandGratakomstimés eetliad tethe foster home at pom*® The

foster paent reported thabretah ad di ffi culty returning from he
difficult time falling asleep.

In midMay 201Q Gretd s psychi atri st r e doo behvewiorsher dosteh o s pi t
parentreported Gretaranaway fromthe balyyi t t er at her mot tpesheds hou
neighborhood children, broke household items, and required restriapriessahoolDuring this

second hospitalizationyhich lasted six day<;retaparticipated in a comprehensive psychiatric
evaluation According to hospital stafiGretadid well in the hospital and occasionally needed
redirection.Her therapist stated th&retarequired structure and expressed concern to child

welfare staff that the mother could not provide the structure she n&bkdedias discharged with

diagnoses of ADHD, Mood Disordeand RAD andprescriptionsfor Ritalin and Risperdal.
Gretareturned to her specialized foster hom¢he end of May010.

At the end of May 2010, aftéeretad s di schar ge f r o nionhchild wedfazec ond h
staff held a Child and Family Team meeting to discuss case progress. mot her @&as t her
community mental health providedrug treatmentvorker, and housing advocate also attended

the meetingGretahad been referred to indiwdl therapyat Victory Community Mental Health

Provider, buthe therapist reported that she had only seéestatwice prior to her being put on

“3 See section entitled Chaotic Environment, page 11.

56



psychotropic medicationT her apy was transferred to her mo t
minutes of play thexpy and 30 minutes of family therapy weekidditionally, SASS therapy

had al so occur r e dGretamas tethreed nome th lewtlhesn Jalyo261€and

DCEFS retained guardianshiphe foster care agency provided follap services for six nmahs.

During this time Gretad s S ASS case was transferred to a
assigned a therapisthe new therapist, who planned to meet weekly with the family for joint

play and family therapy sessions, reported scheduling difficultids tiwve motherln the same

month,Gretdd s psychi atri st stopped her Ritalin pre
DCFS Consulting Psychiatrisht the end of August he mot her 6s therapist r
not been consistent with therapy, ahdttthe mother expressed frustration wtetad s | ac k of

improvement and laclof motivation to complete task&retdd s psychi atri st adc
(stimulant used to treat ADHPto her prescription for Risperdal because the mother reported

she had diffialty focusing in schoolln September 201@ he mot her 6s psychi atr
case manager that the mother had not been in for medication monitoring since the beginning of
June.The psychiatrist wrote orenonth prescriptions for Abilify and Lexapro txldress the

mot her 6 s d &lprmogngastianxiety) s mss$ist with sleept that appointmentWhen

the case manager asked the mother about her psychiatry services, the mother reported that she
had difficulty keeping up with appointments.

Gretaand her mother continued to participate in weekly family therapy and the therapist noted

no concerns about t helnOcwhieh2010@aad P amenh emmgr apo i |
she returned to her psychiatrist, who confirmed that the mother wektdmalexapro.One

month later the mother informed the case manager that she stopped taking her medication
because she no longer neededlite case manager did not document any conversations with the

mot her 6s psychi atr i st witheugraedichiion. gn Dacember 20itflel i t vy t
mother reported obtaining a prescription for Vicodin after a reported work related injury. The

case manager asked the mother if she informed the prescribing physician about her prior
substance abuse issues, to Whibe mother answered ndhe case manager suggested the

mother contact her substance abuse counselor to discuss the prescFimioecord did not

contain any further documentation about the prescription or fallewegarding substance abuse

issuesin the months leading up to the closing of the family case, agency staff not€itetadt s

mother needed to obtain stable housing prior to the closing courTtatenother had a housing

advocate affiliated with the locabmmunity mental health agency sle did not obtain housing

prior to case closurén January201], the case manager testified that the mother had complied

with all services and completed her service ppra s ed on t he agencyds re
court closed the case and returned gaahip to the mother.

Placement Instability and Multiple Hospitalizations (2 Children)

Two of the children inCohort Twoexperienced multiple hospitalizations as well as significant
placement instability.

Perry (Three Hospitalizations,Four Transitions)

Perryand his family had two different intact cases totaling over two years of serRieesd s
23-yearold father and 2iearold mother became involved with the Department just prior to his
birth when the Department indicated the father for burns dgleat toPerrnyd swo-yearold
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sibling. During the pending DCP investigatioRerrywas born prematurelyDne week after his
birth, the hotline received a call alleging the parents left the infant and sibling with an
inappropriate caregiver overnight andCP subsequently indicated both parentsif@dequate
SupervisiormandSubstantial Risk of Physical InjuriBoth parents had substance abuse issues that
included prescription drug abuse as well as ongoing criminal cases for fraud and fohgery.
parents di not successfully complete any servitesughout the intact family casén May
2009, 16monthold Perry and his older sibling began protective daycare and received early
intervention service®©ne year later, in June 2010, the parents reported thyaivdre both likely

to return to prison for failure to adhere to court orders stemming from their criminal convictions
andarrangedor relatives to care for the childreihe Department closed the intact family case
and provided the relatives with informat about the Extended Family Support Program.

Five months laterin November 2010the Department indicated the parents feadequate
Supervisionafter the police reported on three different occasions they f&and, agethree
outside aloneThe Depatment provided intact family services for a second fitasting two
months then took custody ofPerry and his five- and oneyearold siblings when law
enforcement foundPerrywardering along the highway at 6:30 a.ithe Department indicated

the parent$or Inadequate Supervisiand placed the children in foster caPerryentered foster

care in February 2011 and remained in the same foster home for 13 months with his younger
sister and t h-gearbldlsotogical chilceHeredeiyedl spe&tttrapy through an
early intervention program beginning September 2011 and no longer required speech services
after six monthsHe attended a state gkimdergarten program beginning in December 2011.
One month prior tdPernd s f i r st  hle®ger pasehts reparted keemavior problems
that included Perry biting himself, experiencingsleep disturbancesand havingbehavior
problems at preschocdrhe foster care agency referred the foster parents to a community agency
for services, but a contralold not been completed prior to his hospitalizatimur days before

his hospitalization, the foster mother called the CARES hotline Réeyattempted to suffocate

his sisterSASS could not locate a facility that would admthreeyearold. Severbhdays later,

the foster mother contacted the CARES hotline for a second time bdeaurgeontinued to
exhibit behavior problems and reported hallucinating anim@igo psychiatric hospitals
declined to admitPerry because of his age and he was ultinyasedmitted to a psychiatric
hospital locatedut of state the following day for his first hospitalizati®®erryreturned to his
foster homeafter 10 dayswith diagnoses that included RAPsychoticDisorder,and ADHD
CombinedType He received a prescriph for Risperdal and begaele-psychiatryin July 2012.

After dischargePerryreceived followup services from SASSyut no additional therapeutic
services had started by September 200h&n he was raospitalizedfour months after higitial
dischar@. His second hospitalization lasted 17 dayse DCFS Clinical Convener provided the
case manager with therapy recommendatibnsthere was no indication that the case manager
completed the referralThere werealso problems withPernd snedications* During Pernd s
second hospitalizatigriPerryagain received diagnoses of ADHD and RABd his medication
changed from Risperdal to TeneXlthough Perry returned to his original foster home, the
family did not visit during his hospitalizatiof?

“4 See section entitled Magtion Issues, p. 89
“5 The foster home was located 110 miles, approximately two hours, from the psychiatric hospital.
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Perrybeganindividual therapy in October 2012 with a Licensed Clinical Professional Counselor
at a community mental health providddis school completed a report in the beginning of
October2012 noting that he did not exhibit behavior problems and followed diextilhe
teacher expressed concern tHag¢rrd shospitalizations interfered with his learning and
socializing.The teacher also noted tHerryhad not been toilet trained and the foster parent did
not cooperate with sending additional underwear to scho@ctober2012 DCFS informed the
foster parents that the children wouldrbenoved from their home citintgpeir inability tocontrol
Pernbs escal ating emot i Pemavhs paced in dew thaditomabfosterl i ssu
home where his sistgoined him two weeks latein December 2012the foster parents
requested removal of both siblingsiting their inability to provide Perry the attention he
required they had one child of their own and were in the process of adopting another child
through DCFS.Both siblings were moved to their third traditional foster ham&anuary 2013.

At this time Perry was waitlisted for Head Start servicesle had not been in an educational
program since leaving his previous school in October 2@it2the end of dnuary, Perry
transitioned to a newherapistafter his initial therapist left the agendg. March2013,his sister
reported tothe sameherapist that their foster father at their initial placement touched her and
took pictures of her bottonRerrylaterdisclosed that botpreviousfoster parents hit him and the
foster father slapped him in the face and threw him on the ezl Department substantiated
findings of sexual abuse against an unknown perpetrator.

In the summer 0f2013 the psychiatrist dismtinuedPerrnyd s me d and éis themapist

decreased his individual therapy to twice a month notinghtaathowed progress and his foster

parents could redirect hirBhortly after thatthe foster parents reported increased problems with

Perry in the fome that included physical aggression towards his siter threatening
statementsAccording to the foster mothePerry expressed a desire to kill his previous foster

parents andnade similar threats to his current foster pardtésteported having faworks in his

head and hearing bad voices that told him to do bad thirgs.foster care agency provided

respite services and referred the foster parerttsuma trainingElevenmonths after discharge

from his second hospitalization, SASS asse&&rg after his foster mother reported thRerry

made statements about killing lpseviousfoster parentsincluding cutting their faces offle

was hospitalized a third time, for 20 day$yr psychosis, aggressiprand sekKharming.

According to hospital @ords, five-yearold Perry was still not toilet trained.Throughout his
hospitalization, Perry continued to report a desire to kill his previous foster pardmés.
participated in family and individual therapy sessitmaddress triggers for aggressionl @elf

harming.At discharge Perryreceived a diagnosis of RAD and ADHBerrydid not return to

his foster home because they did not feel they could meet his A¢els.time of his discharge,

a specialized foster placement could not be locatedfiaeeyearold Perry was placed in a

shelter where he remained for 75 ddgsNovember2013,Perrsd s cas e wasSigina ansf e
Foster Care Agencg nd he was placed in a specialized f«
foster placement. The agency paed therapy and medication managem@&diryd s par ent s
signed surrenders for his sister to be addpby the former foster family biRerryd s g o al
remained return homeHis mother had rengaged in services, but his father remained
incarcerated. Visits wh his parents and his sibling were difficult because of the distance and
Perry had difficulty with his behaviors while riding in the cadn several occasions, he
attempted to get out of the moving vehicle and struck the case aide transportimgdwsiting

schedule was restructured so that visits occurred less frequently, but for a longer duration each
time. In the beginning of 201®erry0 s s c ho ol evaluated him for sp
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behaviors prevented him from learning and required l@aer plan. The court terminated
parental rights in October 2014 aRdrryremains in a specialized foster home.

Sean(Five Hospitalizations Three Transition3

Sean agethree and hissix-yearold halfsibling entered foster care after their mothenoatted

suicide by shooting herself in the head while both childmet the hals i bl i ngdés gr and
were in the homeEmergency responders reported tBatanhad to be removed from his

mot her 6s body and walke Depanmemt ¢odk pmettive bustody amd o o d .
placed both children with the grandmoth&he mother and father had a history of domestic
violence and police records noted that the children witnessed the father beat the Atdtieer.

time of the mot her 0 seraed forcchisthield DUlhe f at her was i

The foster care agency referr&tanto a therapist witbEmpire Community Mental Health
Providerwho provided weekly sessions, beginning in July 25Ithe court mandate@eanand

his siblingds removal e45daysnaftar placemgnafeempditeroity her 0 s
testing ruled out the gr anRhonkostdn EarebAgenaiaved as t h
the children to live with a maternal aunt; however she requested the removal of both children
after three months becaushe felt overwhelmedin November 2010Rho Foster Care Agency
placedSeanand his sister in a traditional foster home wh8sanremained for three years.

During this time,he was psychiatrically hospitalized five times and prescribed 10 different
psyclotropic medicationsin February 2010his foster parents enrolled him #eta Preschool

for both preschool and daycakdis foster parents noted concerns about his therapist and told the

case manager they did not believe that therapy addressed his phggiesssionln October

201, Seads t herapist, who had been seeing him fol
the foster mother became upset after obserS8eanplaying with guns in the therapy playroom.

He agreed to stop playing with the guhghe foster mother returned to the play rodrhe

therapist did not note anything else about the incideme. therapist knew th&dea® s mot her
had killed herself with a gun and that he had been on the scene when it happerfetdowing

day the fostermother called for a SASS assessment afean demonstrated increased
aggression and threatened to kill himsdduring the SASS assessment the foster mother
described the incident $eanpickedtuhatoytglneputatgoihst 6 s O
head and then fell to the grouithe SASS therapist noted that during the assessheammade

suicidal and homicidal threat$le was approved fohis first hospitalization and remaaal

hospitalized for eight days.

At a DCFS Clinical staffing duringeads hospitalization, the convener recommended the
agencyto consider a therapeutic m&hool setting that provided group play opportunities to
promote peer relationshipAt a follow-up staffing30 days later, in December 2011, the same
convener note®ead sontinued struggle with behavior problems as reporteddis Preschool

staff. Gi ven the agency and foster p a the nonver®r c o n C ¢
recommendedhat the foster care agency refSeanto a therapy provider that had experienc

with traumatized childrerilhe convener noted th&ean who had been in foster care for over a

year, had never participated in grief therapy after the traumatic loss of his mother.

S e a n 6 sist thrbughrEanpire Community Mental Health Provider held a license as a professional counselor.
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In December 2011the agency referre@eanfor therapy atTheta Communy Mental Health
Providerwith a therapist licensed in Marriage and Family Ther&fgyattendediweeklyarnd, as

the foster mothedescribed, sessions consisted of both foster parents discussing issues with the
therapist whileSeanplayed in the same roorAt times Seama nswer ed t he therapi

The agencylid not secure a different @mehool setting fo6eanand he continued to atte@eta
Preschooluntil his enroliment in kindergarten in the fall of 20Qver the next 10 monththe
record catained documentation ddea® s d i f f ZetauPreschoehsth bath peers and
teachersThe Zeta Preschochdministrator spoke with the case manager and reported that the
teachers struggled to do what was best for hilm.also received several susgens for his
behaviors that included physical aggression and swearing.

In January 2012Sea® s psychiatrist started hAmtebam Ri t al
the DCFS consulting psychiatrist documented ttiarapy did not help alleviateSead s

behaviors. Seancontinued to receive therapy frofheta Community Mental Health Provider

and his therapist changed to a QMHMe record did not contain any indication that either
therapist had experience in trauma or grief ther@pyoughout his treatmengeancontinued to

make statements that he wanted to die, wanted to be withdtieer,and wanted to kill himself.

Seanhad four subsequéempsychiatric hospitalizationgver the next 19 monthsle returned to

the same traditional foster home upeach disharge.DCFS Clinical provided the agency with
recommendations for ensuring th&ean received the appropriate services after each
hospitalization and reiterat&@ka® s need f or a therapist experi el
The DCFS Clinical Convenatlso recommended a referral 3©C for placement stabilization

and enrollment in extracurricular activitieBhe record did not contain any documentation that

the agency ever ensureflean received the recommended servicester Sead s fifth
hosptalization of 48 daysn the spring 0f2013, he underwent testing to rule out amedical

causes for his behavior difficultiemcludingan MRI,EEG,anda sleep studyall of whichwere
unremarkable. During this timeéhe agencycase manager noted concerns abthet foster

mot her6s stress l evel and planned to explor.
documentation that the agency ever approved respite for the famijay 2013 Seanbegan
Prozac(SSRI; used to treat Major Depressive Disorder and |BipDisorder) In July 2013,

SASS deflecte@eanfrom a sixth hospitalization after the foster mother reported that he poured
gasoline on himselfThe foster mother intervened and believed that she could handle him in the
home. That summer the Departmenppaoved Seanfor specialized foster care and his case
transferred fromRho Foster Care Agendp Hudson Foster Care Agencifter Sead s f i f t h
hospitalization, the Department referred him to a 90 day diagnostic program ti@ouigton

Diagnostic Program @hResidential ProgranHe remained in their program for 90 days then
transferred to their residential treatment progrdime foster parents reported uncertainty about
allowing Seanto return to their homand their continued commitment to his adopti@ven

thoughthey had adopte@ea® s sSeai €rf at her had previously s
family to adopt himSearremains in a residential placement.
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COHORT THREE

The third cohort consisted of 10 children who wever four yearsold, or 49 to 58nonths,at

the time of placement into foster cafidis cohort had the shortest length of stay in foster care
prior to their initial hospitalizationOne child Victor, wasalreadyhospitalized at the time he
entered into DCFS custodYhree children werén foster care less than a mortibforethey

were hospitalizedTwo children, Taylor and Xander, weresheltes when their hospitalizatian
wereapproved; one was in the shelter for four days and the second child was in a shelter for 23
daysat the timeof hospitalization The third child Quentin,was placed in a foster honoaly

two days prior to his hospitalizatio@verall, nine children in the third cohort were hospitalized
within six months of coming into foster care.

Five children in this cohohad a single hospitalization, three haa hospitalizatios, and two
hadfour hospitalizationsThe length of stay for initial hospitalization ranged from seven to 52
daysfor children in Cohort Three excludingVictor6 s h o s p ioft 88 daywasit begam
before hisnvolvement with DCFSOnly three children ilf€ohort Threehad stable placements.

Six children (60%) came from families with domestic violence or physical abuse his@nies.

child suffered from the sudden violent death of his baby siger perished in a home firéle

did not receive timely grief and |l oss therap
servicesAddi ti onal l vy, he and two other children i1
counseling (trauma focuseaxmbgnitive behavioral therapy) or educational servi€@ge months

passed before one of the children received the wait listed serviceArbonpha Chi | dr e
Hospital The child who lost his sister to a fire was finally accepted for therapy in February 2015;
however, as of the writing of this report he still had not attended services due to foster parents
being unwilling to take him.A fourth child who was to receive a Functional Behavior
Assessment waseverreferred for the assessmefRbur of the childrergualified for special
educational service3wo children had prenatal exposure to alcohol.

Victor

A four-yearold child, Victor,became a ward of the state whilespitalized after his guardians, a

maternal uncle and his wifejere no longer willing to carfor him.He had been living with his

relatives under private guardianship after the death of his mother in 2808astwo yearsold

at the time of her deatNictor6 s f ami |y reported a ahddismothkri st or \
abused alcohol and ulys including whileshe wagpregnantT he r el ati ves report
cause of death as pancreatibieonatal hospital records confirm that the biological mother used

crack cocaine and tested positive for opioids and barbiturates at the time atfthisMbile

living with relatives, hereceived a diagnosis of rickets from a vitamin D deficiendgtor

resided with his relatives for approximately 16 months prior to hospitalizét®mvas admitted

to Kappa Psychiatric Hospitain March 26, 2010 fo aggressive behaviors toward thrgsar

old cousino and his relativeso6 VYidorbelleeed hes hed ¢
was i n the hospital because he #fAhit Rdtords head
indicated thatVictor did na display any of the behaviors reported by his relatiwdsle
hospitalizedandhea ct ed as fAa nHemwasanbt prescribad laryy médatibted

remained in the hospital for another two months while a stable, appropriate placement could be
located. DCFS clinical became involved prior to dependency and recommended a specialized
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foster home with no children under the age of 12 years in the hidmeDepartment located a
specialized home and plac¥ittor on June 23, 201QJpon dischargeVictor received weekly
in-home individual and family therapy to address issues related to Attachment Disteder.
records,Victor flourished in this home and did not display any of the difficulties reported prior
to his initial hospitalizationHe attended a staf@ge-kindergarten program in January 2011 and
began alday kindergartethat fall He was placed in an accelerated reading program in January
2012. He was adopted in February 2013 and DCFS closed his ¢ater was one of five
children inCohort Threevho did not have a subsequent hospitalization.

Intact Family Services

Four of the 10 children i€ohort Threaeceived Intact Family Services prior to becoming wards

of the stateThe average length of services received was 11 months, with a range ofcsé8en
months.For all four childrenl nt act Family Services were opene
Two of the four children were never enrolled in an educational program wwhdk/ed in Intact

Services One of he four was enrolled in a stapee-kindergarten prior to the opening of the
Intactcaseand one was enrolled in a day care progr a
weeks of case opening.

Placement Stability

In addition to the many transitions these childnedalready encounteragpon entry into DCFS
custody, such abeingremoved fromtheir biological home and placed in foster careliving

with different caretakers prior to DCRfuiardianshipthe children inCohort Threecontinued to
experience frequent changes in placementsewarkers, and agencie§he number of
caseworker changes @ohort Threeranged from one, foNick, to 14, forFiona The number of
agency changes ranged from zero changes, for five children, to four changes, for Xaeder. T
remaining four chdren each &done change in agency.

Keandra, who experienced three placement disruptions prior to hospitalization, was the only
child to experience disruptiorisefore her first hospitalization After the initial hospitalization,
seven of the 10 children experiencddcement disruptiongndfive of the10 weredischarged

to new placement®©ne child Liam, experienced one disruptichree children experienced two
disruptions; two children experienced three disruptions; and Bioma, experienced seven
disruptions Two of these seveahildren, XanderandFiona eventually enteredesidential care.

Only two of the nine childme experienced stable placement, meaning theynoaglacement
disruptions prior to the hospitalization atiey were returnetb the same homepon discharge.

Three of the 10 childrerromprising Cohort Threereceived SOC services prior to initial
hosptalization*” Three children werén specializeccareprior to hospitalization and five of the
10 childrenenteredspecializeccareaftertheir disclargefrom the hospital.

Subsequent Investigations while in Foster Care

Four children inCohort Threewere the subjects of child protection investigations while they
were in foster careTaylor was the subject of two investigations; both were unfounQee.

" See System of Care Sies, page 107
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investigation related t® a y | fosterdparent leavingim at the hospital while being assessed by
SASS, resulting in his second hospitalizatible was placed in a new foster home after this
hospitalizationThe second investigatiayccurredin Decembe 2014 after a anonymous person

called the btline allegingTayloo s f ost er parents abusedllcocali

yearold foster brother while under the influendeaylor and his foster brother denigdhysical
abuseand both foster parentdenied any issues with substance abudge Department
unfounded the allegations.

In December 2014evenyearold Liam was the subject of an investigation afterfoister father
pulled onLiam's shirt to calm him down, allegedly leaving a marktlo& ch | dténsach.The
foster father denied knowihgleaving a markThere was no indication of a bruise caused by
pinching or grabbing aniddam denied being grabbed by anyone at any time.

Xander and Quentin were the other children involved in investigatiorBoth of their
investigations were indicateth May 2011 Xandebs f ost er mot her was
battery against her adoptive daughter Zadderwas subsequently moved to a new foster home.

n ¢

ar

Quentidms f oster mot her w a sSupervisthn i September f2012 aftern a d e ¢

leaving Quentinand his three foster siblings home alo@elentinwas moved to a new foster
home upon completion of the indicated investigation.

Three children Nick, Fiong and Xande) also made an outcry against mensbef their
biological homeoncethey werdn foster care

Early Education/State PreKindergarten/Head Start

Only one of the 10 children i@ohort Three Xander,had documentation of Early Intervention
services Six of the 10 children attended either a estgrekindergarten, private preschool
program, or Head Start programiwo children were enrolled in a daycare program that
developed their own psehool curriculum and one child, Taylevas enrolled irZeta Preschool

and a learning center but was repoitedxpelled from both program®©ne chi | dods

contained conflicting information; hospital

Ap-ke at dapeardre®sa er parent st at e thformdtidnewasi s
gathered that hattendeda preschooii wh en pabl i waschot in sessi
did not have any records and the administrator could not recall the fetwidof the 10 children
had | EPO s ; ess develepementaloandeethatiebahavioral isses andone to address
emotionalbehavioral issues.

No Placement Transitions and Single Hospitalization (€hildren)

Three children inCohort Threehad stable placement®ne child, Victor,was placed in the
hospital prior to becoming a ward but was placed inexigpzed foster homupon discharge
from the hospitaland was subsequently adoptddvo children did not have any placement

disruptions prior to their first hospitalization and returned to the same placement after discharge.

Both children were plzed in taditional foster homes, amshe childqualified for specialized
care four months after héospitaliation; her foster family later adopted h&€he second child
returned home to the care of his mother.
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Reyan®

The police took protective custody fdur-yearold Reyané on December 30, 20
mot her reported bei ng hloenb®lbgical mdienefused tdigptw ap | ac e
shelter ortoa r el at i ve oRe yfarnieedn darsdwenéoentsdetireortatereat

gr andmot h ethedime ofitbenmeidesitn d t he pol i cwghtiemaenald Rey s
grandmotherPolice records indicated that the grandmother had a bed, clothing, and toys for
Reyané . The Department indicated the mother for Substantial Risk of Physical
Injury/Environment Injurous to Health and Welfare of aimbr. According to recordfReyané s

maternal grandmother reported thia¢ childhad lived with her since August 2011 because of

the mother being Ain a violent rakeatapashmpnt

Reyané s mot her reported a | ong history of depre
as a way to selnedicate for depressiorAccording to recordspolice responded to the

bi ol ogi cal mot her 6s a didor 20893ecaasp pf domesticrwialéndel vy 1 8
isunknown ifReyané wi t nessedenany of the vi ol

Reyané att ended pragraril e datl 2081t priortto entering foster caghe had

significart behavioral problems includinmability to stay seated or tfiocus and aggression

toward peersShe did not receive any additional services through school prior tenkrgrinto

foster careOn January 26, 201Reyan®é was s een b yAttheappoimneedtihart r i ci
grandmother expressed concerns regardigyan® s behavior at Theo me ar
pediatriciarreferred her to a psychiatrist, but f&ychiatristhad aonemonthwait list.

The grandmother reported concerns to the caseworker on several occasions r&gainéy s
aggressive, impulsive, and tgfactive behaviorsThe caseworker referred the grandmothea to
community mental health provideOn January 30, 20]2at 12:15 pn., Reyané ,her
grandmotherhercaseworkerand thesix-weeko | d i nf ant i n t drevetgheand mot
community nental health provideiThey waitednearlytwo hours to be seed®uring this time,

Reyané had a difficult time behaving; she ran around the lobby and played with the water
fountain. Her behavior escalated to hitting and biting the grandmother, spittiftgratand

dumping water on heShe also began to show aggressiothtoinfant Records indicated that

the community mental health providestaff member believedReyan® wa s Ain cris
uncontroll abled and checked WReyand avasupakeins bml
the waiting room for an additional hour to wait for SAS&®yané s behavi or cont
escalate and she could not be redirecB5S determined th&®eyané s r e p eharmiegd s el f
and aggressive behaviors with the infdhefamily cat and her grandmother met the criteria for
hospitalization.Her grandmother transported her to the ERaakospital. At the ER, the
grandmother reported that she had to restReEgané f or f ear sheReyawméul d hu
alsoreportedth@#@ he ki cked her cat becaus$remtsahhespitalant ed
she was taken via ambulance dopsychiatric hospitalReyané a r r ithe @sychiaric

hospital asleep, at approximately 10:A5n., unaccompanied by family.

Reyané r esdhldospitalized for seven dayghe was dischargdehck to her grandmothen
February 6, 2012 with a diagnosis of Disruptive Behavior Disorder and ACBHB.was not
prescribed any psychotropic medication but it was recommended that she take-DRstya
Acids to benefit ADHD and mood sympton&he was also approved for specialized foster care.

65



The clinician completing the Integrated Assessment recommende@epaté r ecei ve EMD
therapy to address issues related to the trauma she experienced widgle inmot her 6 s c @
including domestic violence and housing instahifft{his recommendation was endorsed at the

DCEFS Clinical Initial StaffingOn March 19, 201R e y aattended only one session of EMDR,;

her grandmother felt that becalReyan® ¢ o udit still amabfocus during treatmerhis was

not appropriatetreatment forReyané At the 30Day Clinical Staffing her grandmother

requested behavioral therapy as an alternative treatment but the clinical staffing team urged the
grandmother to continugith EMDR for a few more sessionBhe grandmother did not schedule

another EMDR appointmeninstead, she established a very structured routine to help with day

to day activities and sleep.

Reyané began S ASIBarch & 201dapprexsmately onenonth after discharge from

the hospital.Services included individual and family thera@n March 16, 2012 a psychiatrist
diagnosed her with ADHD and ODD and prescribed Ritalin and MelatémiAugust 2012

Reyané began weeklI| y i nhdIPhvFoster &dre Agenepenpbggintingr o u g
kindergarten in August 2012, school staff reported Reyjan® fiwor ked at her de
capacity; however, she st r u§hgdticendtqualfyfdrspécmlc us a
education servicedn November 2012, after an increase in the dosage of her medication, the
grandmot her reported t hat her b e h &hei was di f f
discharged fronPhi Foster Care Agenagy May 2013 as it was reported that she had satisfactory
progress in her treatment goals and the grandmother believelddgah® was no | onger
of counseling.In the fall of 2013, the grandmother and school staff reported a marked
improvement in her behavior, describing increased focus and less aggré€ssieebruary 27,
2014,Reyané s mot her signed a specific consent for
Termination of parental rights occurred on April 10, 2014 and her grandmother adopted her on
February 24, 2015.

Nick

Nickbs f ami | y f itant®on of tbeaDemartntert in Jahuary 20iHienpolice arrested
his biological father forepeatedliyh i t t i ng h ifaurygamrold ahitdoiru thedbfaceThe
Department placed thefour-yearold Nick and hisfive- and sevenyearold siblings under a
safdy plan with their paternal grandmothas their biological mother lived out of stat&he
children lived with their grandmother for approximately 10 dagfreit was discovered that the
grandmother bailed her son out of jail and allowed him access thidren.All three children
were placed in a shelter for one week prioplacementn a traditional foster homé&Vhile they
wereinitially placed together, the boygere separated because tbieir aggression toward each
other. The Department indicatetthe father forCuts, Welts, Bruises o t wo o f his pa
children and Substantial Risk of Physical InjuryNeck and his siblingsApproximately four
months after entering foster caidick and hisfive-yearold brother reported sexual abuse by
theirfather, uncleand t h e u n cThe Departiemtyindicatec thedfather and uncle for

“®The National Institute of Health and Care Excellence (2005) does not recommend EMDR as treatment for PTSD in
children, rather, use oftraurfaa s ed behavi oral therapy adapted to suit c
Two staff from DCFS clinical (a clinical convener and clinician completing an integrated assessment)

inappropriately recommended use of EMDR witlv tof the children in this investigation. &discussion of Isaac

on page 51
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Sexual Penetration and Sexual MolestatiomNiwk and hisfive-yearold brother.All three men
were also indicated for Risk of Sexual Harm tosbeenyearold brother.

Nickbs parents had a |l ong history of THeylméat i c Vv
50/50 custody arrangement, liaeir father no longer allowed their mother access to the children

in May 2010 The motherobtained an order of protémh against the father after he broke into

her homeShemoved out of statenemonth latey citing that she needed to get away from the
father.Ni c kaihey also had two prioroavictions for domestic battery.he court convicted

him of aggravated battetto a childin March 2012and sentenced him to four years stemming

from the January 2011 arrest.

Before his foster parent requested SASS services in May 20tk, did not receive any
therapeutic services to address history of experiencingsexual abus and theother forms of

violence he witnessed and likely enduréa.the Integrated Assessmethie mothersaid the

fat her 6s vi ol e ramdehe thitddveminctiedl hinhhittings tleel cliildren and striking

her if she tried to interven&@he mother e por t ed t hat dur jshegsufferede c o u
a miscarriage after the father beatep pr oxi mat ely three months pr
request for SASS services, the foster family gave -ady4notice for all three boys to be
removed fom their home but reconsidered whBho Foster Care Agengyromised to put

services in placeSOCservices were provided but it is unclear whieey began.Records only

reflect that Nick received crisis intervention as well eslividual and family therapyservice

through SASS for 30 minutes pgeek.

Records contained conflicting information abdVickd s educ at i &ome lrecogler vi c e
indicatedthathe attended a state pkindergarten program and other records documethsdhe

was not enrolled irany educational progransome of the recordsdicate thathe reportedly

attendeda preschogl b ut[onfidbanyisy publ i ¢ s c h o dhe pubcsschaolot i n
system in his area did not have any record of his enrollment at any time.

Nick was defleted from hospitalization three times in the five welk&Brehis hospitalization.
On July 2, 2011hewas hospitalized for 11 dayhdwasdischarged to the same foster parents.
Hospital records documetitathedid not displayphysically aggressive beviars butdid exhibit
symptoms of inattentiorHis discharge diagnosis w&sTSD andhe was prescribed Prozddo
new referrals were made; recommendations includedinuation ofSASS servicesOn August

7, 2011, SASS deflected him from hospitalizatioerafhe foster parents reported he bit himself,
kicked the fosteparentand urinated on the floor when in time out.

On August 22, 2011 the court approved placemenlick and his two siblings with their mother

in another statelnterstateCompactapproved the home for placement and DCFS maintained
guardianship and monitored the children over ftiwing four months.The mother and her

children participated in family therapy and the mother ensured\flcktreceived followup for

his psychotropic meditians as well as individual therapy to address his past physical and sexual
abuse at the hands of his father and unaleddecember 201INickd s o u t psgchiatristt at e
requested Depaket b u't t he consul ti togeachMNiycckisycdadristin st 6 s &
orderto determine the neddr medication went unanswergtthe consulting psychiatrist denied

the requestOn February 1, 2012 the court returned Guardianship of all three children to the
mother, the father surrendered his parental rjgimnd tle Department closed the case.
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Multiple Transitions and Single Hospitalization (2Children)

Liam

Lambs mot her had a | ong hi st or;yshechdd beea wad v e me n

herself because of inadequate supervision and sexual é®lusebecameénvolved with the
Department as a parent in October 2088er giving birth to her sixth childThe hospital
referred her for child welfare services based on her request for parent training and counseling.
The Department referred the mother to communggngies and closed the referr@8hegave

birth to Liam, her ninth childthreeandahalf years later.

Approximately seven years after becoming Department invpive®ecember 2010, hospital

staff called the hotlinevhenthe 3tyearold mother gave bintto her twelfth childShehad been
discharged from the hospital several days earlier and had not returned to visit or take the infant
home when he was ready for dischargke infant was subsequently placed wathvoluntary
placement progranDuring theinvestigation the investigator observed squalid conditions in the
home and discovered the parents kept an older child out of school to assist with caring for the
younger children, including thehreeyearold Liam. The Department indicated the parents fo
Inadequate Supervisioaf the infant andRisk of Harmto the 11 siblingsthe Department
recommended intact family serviceBhe family participated in intact services throuBho

Foster Care Agencfrom December 2010 through December 2(Bdth parentsvere referred

for alcohol and drug assessments and mental health seffleedather was court ordered to
receive domestic violence counselinhe intact case manager also assisted with registering
three of the children in schodl.is unclear if one ofhese three children wasam.

During the intact family case in March 2011, the fatlvas indicated for Cuts, WeJtBruises to
an 1tyearold sibling duringa fight in the home, a 1earold sibling threw a frying pan at the
father.He then threw thepan back, striking the }jfearold sibling. Law enforcement arrested
the father and he remained in jail for 23 daBsiween September and December 2ahé
Department conducted four additional investigations involving the parenttherdd-yearold
sibling. The first and second investigations involved a physical altercation bethegfyear
old and the motheiThe third investigation was expunged and there was no information at the
time of the OIG reviewThe fourth investigation, under a different B@umber, was initiated
after the 1iyearold sibling disclosed to the maternal grandmother that thgedold sibling
molested herAccording to family members, a maternal unkbked previously molested the -17
yearold and the mother had knowledge tbk abuse.The investigation was unfounded and
expunged.

The family was also evicted from their fivebedroom homeduring the intact caseat the
beginning of December 201The family moved into a homeless sheltbut e mother reported

that she had kickelder oldest child out of the home and did not allow him to come to the shelter
because he had attempted to strangle Wérile living in the shelter, afive-yearold sibling
reported sexual abuse by a -$darold sibling during a physical for schooDuring the
investigaton, thefive-yearold and theeightyearold sisters confirmed their 14nd 17yearold
brothers had sexually abused thaithen the father found out, he got in a physical altercation
with the 14yearold and the shelter asked the familyi¢ave.Ten of the 12 siblings were placed
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in foster careThe oldest child did not enter fostare and the infant remainedtime voluntary
placement program

While involved in intact family servicekiam was never enrolled in an early education progra
The family was referred for therapeutic serviceBatp ha Chi | din Augudst201lHlUs pi t a l
was told there was a three to six month waiting list.

Liam was placed in a specialized foster home with two of his sisteeeand ¥ years of age.

He participated inand passed screening for Head Start services in January ,28lf®ough he
demonstrated difficulties with commuaition, motor skills, and soctaimotional development
Approximately three months after placementheir homethe foster peents called the CARES
line on the evening of March 1, 2013ASS did not come to the home until the following
morning. Liam was described as physically aggressive and often required resitanSASS
worker deflected him to community servicéster tha afternoon, the case manager went to the
home and spoke withiam, who reported that no one liked him and he wanted to throw himself
out of the windowlt was also documented that leported auditory hallucinationd:a de v i | S i
on my shoulder and tellme t h i n g s ThHe sasenmanagea aalledthe SASS worker, who
then approved hospitalizatioBASS participated in the hospital staffings, but did not provide
any further services.

While hospitalized for 52 daykjam participated in both group anddividual therapies-amily
therapy was offeredbut did not occurthere was no documentation regarding a reablis
biological mother participated in staffings over the phone and his parents participated in one
supervised visitThe foster parent provideinformation during the intake but did not have any
further involvement because he would not return to the hbDueng the 72hour staffing it was
recommended thdtiam be placed in a specialized foster home in which the foster parent was
not employed iad did not use day care servicébey also recommended that any other children
in the home be older thabhiam. Once the agency identified the new foster family, they
participated in several pq@acement visits before dischargeiam was discharged with a
diagnosis ofintermittent Explosive Disordel ADHD and a prescription forTenex.Liam was
placed inthenew specializeddster home with one other chilaheightyearold foster brother.

UpondischargeLiam was referred fotraumafocusedtherapyonceagainatAl pha Chi |l dr e
Hospital Servicesdid not begin until September 2012, five mon#fter hisdischarge.He

reportedly did well in this home arttid not exhibit any of the previolysreported behaviorsle

did well with structure and routinéle was not enrolled in an educational program as the DCFS
convener recommended he begin a Head Start opr

Liam attended a therapeutic school prograna @aommunity mental health providduring the
summerof 2012 began halfday kindergartem the fall,and transitioned to a Saturday program
at the community mental health providéfe attended summer camp in 2013 and began first
grade in regular education in the fall of 20R&cording to the case records, the fostarept
reported that he did well in school.

Both parents participated in Parenting Capacity Assessnmetite fall of 2013that noted poor
prognosis for parenting their childreNisits observed by the clinicians were described as
generally chaotic and ¢hparents struggled to provide minimal levels of appropriate supervision.
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Liam continues to do remarkably well in his current placemiit.behavior difficulties have
been documente®arental rights have not been terminated at the time of this ref®rturrent
foster family noted a desire to addyam if rights are terminated.

Quentin

At age 13Quentio s bi ol ogi cal mot her was placed in fo
domestic violence between her parelthile in foster care, the mothegported instability and

was sexually assaultedhich resulted irpregnancyShe gave birth to her first childhile in

foster careat the age of 14A year | at er , she and her <chil d
lllinois. In January 2006t h e t sodhytdree caliedhe hotline and reported burnghe
Department opened an investigatiddeither the mother nor the maternal grandmother could
adequately explain the injuries and the Department took protective custody of the todeler.

then 15yearold mother and 33/earold grandmother were indicated fBurns byNeglect and

Cuts, Welts, Bruises to the thetwo-yearold child. The child was placed in foster care.

In December 2006, at the age of 16, the mother gave biuémtinand the Department tko

protective custody because the mother had not compliedovethousservices After Quentird s

birth, the mother engaged in parent training servidésile she initially agreed to engage in
counseling to address issues related to depression, bluntet] afié emotional numbing, she

never successfully engaged in the servidee agency requested a ceartlered psychological
evaluation because of the motherds refusal to

Quentinwas returned home inéhfall of 2007 and his brother followed one month |aBath

children were enrolled in a Head Start program so that their mother could continue to attend
school. However, she quit schookhortly after the boys returned home, reporting it was too

difficult now that the boys were hom&he requested assistance enrolling in a different
educational program but only had sporadic attendance and stopped going in May 2008.
Quentilbs Head Start program dr oabthattone Mmhe mothéro r | ac
dedded to keepQuentinhome with her becausshedid not work or attend schoorlhe court

closed the case in June 2008e month later

In 2011 the hotline received two reports of physical abuse by the mother toahsevenyear
old sibling.In May 2011 the Department indicated the mother @uts, Welts, Bruiseto the
older sibling who had bruises and welts from being struck with a belt budkéeDepartment
put a safety plan in place and the children remained in the hOmeéctober 27, 2011 the
Department placedour-yearold Quentinand thesevenyearold sibling in foster care after
indicating the mother foboth Torture andCuts, Welts, Bruises to the older sibling aiRsk of
Harm to Quentin The maternal greajrandfather was also indicated foorture to the older
sibling.

SASS deflectedQuentin from hospitalizationin April 2011, while residing with his mother

SASS recommended family therapy, group therapy, and individual théeFapycase remained

open for five monthsin May 2011Quentinreportedly began counseling twice a month through

a community mental health providéor aggressive and destructive behavior in the home.
According to clinical recordQuentio s mot her reported he had a d
refused any psychotropic wiheations for him.
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Quentinand hissevenyearold brother were initially placed in a traditional foster hoivéthin

two days police wer e «maltheechildren during ltheir aggoesswe t o 1
i nci dldenfoster. parents gave noticefot he chi |l drends removal an
agency whermQuentintried to jump from the moving cafhe foster parents also reported that he
displayed verbal and physical aggression toward them inclutnegtsto kill members of his

foster family.SASS assessdguentinand approved him for hospitalization.

Quentinremained hospitalized for 31 day$e was placed on precautions for expressingidal
ideation.Quentinparticipated in individual counseling and re@vone on one monitoringut
herefused group participatioklis new foster parent visited twice duritige hospitalizationHis
mother did not visit or participate in staffings during his hospitalizatitmspital staff reported
Quentinwas very aggressive amwdas given daily shots of Bnadryl to decrease his agitation.
Quentinbegan Ritalin during hospitalization, but the medication was discontinued after a noted
increase in aggressiomhe psychiatrist switched his medication to Tenéx.the time of
dischargehis diagnoses includedD¥D and PTSD.

Quentinwas discharged to a specialized foster home where he remained for nine mbaths.
foster mother, a single parent, hadiae-yearold daughter who also lived in the honG@uentin
received individual and family counseling in his fedteme with aSigma Foster Care Agency
therapistas well as medication monitorindgfis therapist added a diagnosis of Adjustment
Disorder with mixedAnxiety andDepression.Quentin had difficulty adjusting to his foster
placement and often reported missimg motherHis behaviors included cursing, threatening to
kill others, head banging, kickingnd biting.His foster mother used a rewards system in the
foster home and reported that he responded to rediretitidanuary 2012he began supervised
visitation with his mother and the foster parent reported some behavior difficulties after visits.
He attended daycare programming because of a waitlist at Head Start.

In March 2012Quenti®s psychi atri st took hi mapprdvédtoof Ten
treat ADHD) He discontinued this medication in the fall of 2012 because he no longer required
medication.Quentinbegan kindergarteim thefall. Approximately a month after school started,

his foster parent informed the agency that she planned to mowd stateQuentid s t her api s
prepared him for his upcoming move and separation from his foster parent to whom he had
become attachedn November 2012h e went on an extended visit
home until the agency located a new sge@d foster home in December 20 Quentinhad
pre-placement visits to his new home and continued to receikierime counselinddis therapist

described the foster parent as stable and consistent with the ability to r€diesdin While in

the new homeQuentinhad difficulty adjustingstating he missed his biological family and his

old foster motherThere weralsofour other children in his foster home and he had been used to

more attention from his previous caregivEne current foster mother h#laree children ages 14,

12 and 10, anda nonverbalfour-yearold foster child.

In January 201,3Sigma Foster Care Agengyovided family therapy with the biological mother,
Quentin and his sibling to assist with returning honhe.April, the agency recomended the
mother begin attending appointments for both of the childkesthool report from kindergarten
describedQuentinas a god learner who enjoyed readjrgut ke had difficulty sitting still and
making friendsIn August 2013Quentinbegan unsugrvised vigs with his mother and brother
but hebegan having difficulties with behaviors after visigcording to his therapisQuentin
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experienced conflict about wanting to return home, as he also felt attached to his current foster
parent.In Octoker 2013 the school reported angry outbursts beca@sentin had not been
returned home as plannddie continued to perform well academically, but his teacher noted that
his anger interfered with his behavidte received a onday suspension from first agle after
threatening two studentsThat same monthhis biological mother was arrested after an
altercation with police andiasissued a citation for resisting arreQuentincontinued to have
difficulty with behaviors in school and experienced multiplgbursts and tantrums that required

his removal from the classroomuring this time,Quentinand his brother had overnight visits

with their mother and family therapy iher home. In December 201,3Quentin had to be
restrained by school staff when heettito fleefollowing an altercation withother studentsin
January 2014the mother participated in a mental health assessment where she disclosed
experiencing anxiety and panic attachie court granted the agency the right to place the
children with tle motheithat same month.

In February 2014Quentinwas prescribé psychotropic medicatioagain Prozac,because of
continued behavioral difficultiesAn IEP was completedh February as weland the school
placedQuentinin an ED classroomSchool staffdescribedQuentinas a bright child whose
emotions prevented him from success at school.

Quentinreturned home on April 11, 201%he agency continued to monitor the case and provide
services At the time of this report, the case was still open but recordicate the agency will
seek closure this spring.

Multiple Transitions and Two Hospitalizations (3Children)

Taylor

Taylor entered foster carat four years oldafter a fire occurred in his home that killed Bis
monthold sister.The investigator founthat Taylor, along with his twin sister and fare-year

old sibling lived with their mother, a known prostitute and drug userd a maternal
grandmother and aunboth of whom had prior Department involvementone of the children

had been enrolledideu c at i onal services and the twinso b.
Abot t ITke honetappéared chaotic and all three children reported physical abuse at the
hands of adults in the hom&i ven the familyds historbe, a r

located.While the Department attempted to locate a placement that would take all three siblings,
the children were placed in an emergency sheltaylor began an educational program at the
shelter, but had difficulty interacting with other childrerd axhibited aggressive behaviors that
required staff to restrain him\pproximately two weeks aftenteringprotective custodyTaylor
became overwhelmed artded to strike theyoung children with a pingpong paddle. 4
tantrum lasted over an houfwo days later shelterstaff had him assessed for psychiatric
hospitalization after continued aggression that included hitting, bitind,spitting. He also
banged his head into a pole and overturned furni®@f&S assesselhylor as being a danger to
himsdf and others and approved him for hospitalization.

Taylor remained hospitalized for 31 dayde was givenBenadryl as an emergency medication
11 times for behaviors that included aggression, agitatimmcompliance,and outburstsHe
also received Thazine (first-generation antipsychotic) eight times to address the same
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behaviorsTaylob s hospi t al p sy c heineeded a horme edveonreentras soand t h
as possible and stressed the importance of finding a foster home that would be abtdeto han
aggressive behaviors, lack of frustration tolerameel his inability to handle his emotioride

received a diagnosis of ADHD and a prescription for Clonidirfee DCFS Clinical Staffing

convener recommended an assessment for developmental delayscthded a speech
impediment.The convener also approvddylor for specialized foster care twelp meethis

emotional and educational needs.

Following his dischargén November2012, Gamma Foster Care AgenplacedTaylor in the
foster home where his twsisters had been placéhe foster parents enroll€hylor and his
twin in Zeta Preschodtrom 8 a.mto 5p.m.daily. The Department paid for the daycare because
the foster parents operated an online busir@amma Foster Care Agenagsigned a theragt'

to complete a mental health assessment and provide subsequent play>thdispyerapist did
not conduct his first individualherapy session until Februa®d13, over 60 days after his
discharge from the hospital and placement in the foster hBaik.DCFS Clinical andsamma
Foster Care Agencynstructed the case manager to refaylor to a child evaluation and
research centdor an assessment in January 20M3ere is also documentation that, during this
staffing, Taylob s f ost er nhatshe was nat gvm@ hint hés gsychotropic medication
and she wanted to fassesso him with the medic

A newly assigned case manager visited the hatriee beginning of Februa®013 Thefoster

mother reported thakaylor needed a refill of his Cladine™* but his psychiatrist could not see

him for another two week®uring this visit, the foster parent requested tutoringTaylor and

his siblings.The record did not contain a discussion with the foster parent regarding securing an
educational plageent such as Head Start or a statekimeergarten program to address his
educational delaysThe record wasalsos i | en't on the foster parent
tutoring for Taylor. Approximately one week latethe foster family issued a ddhy noice for

removalof all three children from theinome.The foster parents cited an inabilityhandle the

chil drends behavi orTse fanily agreed te kespahe childoen untl a mew v a |
specialized placement could be located that wolkid &l three siblings.

Both during placement at the shelter and his specialized foster magier exhibited aggessive
behaviors in educational andhycare settingsHe had difficulty with frustration tolerance,
difficulty interacting with other childre and could not handle being told rin.the beginning of
March 2013, staff aZeta Preschodhformed the foster mother th@aylor could not return to
their progranbecause he jeopardized the safety of the other children in the program.

Two days laterafter being removed from daycare, he became aggressive during an individual
therapy sessionThe foster mother broughtaylor to the ERfor a SASS assessmenRecords
indicate thatthe foster mother left the hospitahen SASS arrivedSASS intendedo ddlect
Taylor from hospitalization buthe foster mothestated she would no longer care fom when

police went toher home SASS then called a y | casebnsanager to pick him up but she

“Tayloroés therapist had a |license as a Professional Col
®The therapist documented completing the Mental Health
not contain a copy of the completed assessment.

Tayloroés last refill for his Clonidine occurred on Jart
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reported she was not able to do BecauseTaylor did not have a picement to return fthe was
admitted to the hospit@thentransferred t@nother hospital

Taylor remained hospitalized for 34 daysHe wassecluded onceor biting and scratchingand
he received emergency Benadrgeven timesfor aggression.Taylord s ospital psychiatrist
recommended thahe be placed apart from his sibling3aylor received a diagnosis of
Intermittent Explosive Disorder and Conduct DisordeDCFS Clinical Convener reiterated the
recommendation for an assessmena a@hild evaluatiorand research centddespite multiple
recommendations, OIG investigators learned that this referral never took place.

At time of discharge from his seconddpatalization in April2013 Gamma Foster Care Agency
placedTaylor in a new specialized foster ime that cared for one older chil@he case record
did not contain any information about the new foster parents meetingd aytbr or his treating
psychiatrist prior to his dischargi. his new foster hom&aylor continued to receive individual
play theapy from hisGamma Foster Care Agentdyerapist.The foster family enrolled him in
summer campin July 2013 Taylor was referred té&psilon Community Mental Health Provider
for medication monitoringHis play therapist completed a report that he was ngakignificant
progress in his new foster homEaylor was taken off all psychotropic medicatioimsAugust
2013

Prior to the start of school in the faf 2013 Taylobs f oster family ensur
assessment for special education servigésen Taylor entered kindergarterne had been in

foster care for 11 months andddiot know the alphabet, colors, or howvtadte his own name.

The school completed an IEP in December 2013 and noted significant delays in physical,
cognitive, and sociaémotianal developmentin addition to special education class&aylor

received weekly social work services and occupational therapy.

In April 2014, Taylod s mot her i nformed the agency she wa
in services and visit with her ittiren. She had not seen any bér children or made herself
available for services since the children came into care in Septemberl2@ie.fall of 2014

the court changedaylod s g o a | to substitute care pending
parental rights after the mother had not engaged in services or visited with her chiidderd s

foster family committed to his adoptioithe casealso transferred fromGamma Foster Care
Agencyto Omicron Diagnostic Program and Residential Progttaam fall. WhenTaylod s c as e
transferred, his individual therapy with l@amma Foster Care Agentherapist endedlhe new

agency refged him for traumdocusel cognitive behavioral therapy btite provider had a

waitlist. As of the writing of thisreport, Taylor hasnot begun therapeutigervices and parental

rights havenot been terminated.

Brooke

In 2005 athen 22yearold mother had an intact family case in another state wittweeyear
old child. Five years laterin February 2010the family came tohe attention of the lllinois
DCFS after the police contacted the hotline when the father failed a field sobrietyhest.
mother and a thethreeanda-half-monthold sibling were in the car at the time of the traffic

%2 At this time Taylor had been psychiatrically hospitalized for approximately 60 of the 180 days he had been placed
in foster care.
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stop and t he i nt lbeantsecsredccarrectlfhe Bepartnient dndicated the
parents foRisk of Harmand opened an intact family services case for one pé¢dhe time of

the intact family case, t he mot herThemaotheron pr
began individal counseling in April, but was discharged after three weeks foatitendance.

In June201Q she began individual therapy to address issues of substance abuse and domestic
violence, but only attended sporadically through OctdBlee. attended no appoingmts between
November 2010 and February 20During the open intact case, the case manager contacted the
hotline after finding meth in the faiiy 6 s ; the onotleeralsotesed positive forthe substance

The Department took custody fafur-yearold Brooke in February 2011as well as hesix- and
oneyearold-siblings. They wereplaced in the home of a relativ&he court mandated the
mother reengage in services after her children were placed in foster care.

According toBrooked s  moBrobke tested peitive for opiates at birth because she took
Tylenol 3 before she went into labdBrooke was born with the genetic disorder Leopard
Syndrome that causes a heart condition known as eaygiermyopothy, which required regular
appointments with a cardioladi Brooke attended a state pkéndergarten prograrstarting at
the age othree from August 2009 through May 201Brookereceived individual therapy at
foster care agen@s well as SOC Services frarcommunity agency

In May 2011, the case manag@&ontacted the CARES line during a home viBitooke had

disclosed sexual abuse by her mother and had been touching her younger sister inappropriately.
Brookeds ol der sibling corroborated that t he mo
watched hehave sexDuring the visit Brooke also made several statements about wanting to

die. Brookeand her older sibling, aggx, engaged in inappropriate sexual behavior, including
touching each other without any clothes drhe SASS clinician deflected@rooke from
hospitalization and provided weekly services in the foster h@AS&S also recommended that

the agency provide respite for the foster motltes.a result of the outcry, the Department

initiated a child abuse investigation that was subsequently ol

In June 2011Brookewas referred tdahe foster care agendgr a mental health assessment to
address numerous incidents of inappropriate language, sexualized behaviors, and recurrent
suicidal and homicidal statementhe presented as cheerful angressed a desire to assist
others.The agency assessed tBaboke performed at developmental level and had no issues in

her early childhood progranBrooke could become easily jealous and attempted to control
situations. The clinician noted thd&rooked shypervigilance was related to her chaotic
environment while with her motheThe clinician diagnosedrooke with an Adjustment
Disorder with Mixed Disturbance of Emotions of Condieécommendations includedeekly
counseling30 minutes of individuatounselingand 30 minutes of family counseling.

In July 2011 Brooked s SASS therapist approved her for
therapy sessioccor di ng t o t he Bfoakshadebeen aggreshive allcdayd r e p o r
had punched hdsrothe andsister.Shealsokicked the dog and attemptedrtakethe dog bite

her younger sisteThe foster mother described several instanceBrobke trying to kill her

younger sisterDuring the SASS evaluatioBrooketold the SASS clinician that she wadther

sister deadThe SASS clinician noted th&rooke had hallucinations aftd8rooke stated that a

man named Tiny took over her body.
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While hospitalized Brooke attended group, individual, and recreational thieslhe foster

mother visitedBrookein the hospital and participated in staff meetinfjse psychiatrist spoke

with Brooked s car di ol ogi st and received approval b e
She was discharged to the same relative placement seven daybeaft&missionwith a

diagnosis of Impulse Control Disorder and ADHD angrescription foiTenex.At discharge, it

was recommended th&rooke continue therapy througthe foster care agencgnd SASS

serviceslIt was also recommended tHatookereceive SOC services to assise tfoster parent

with management d8rooked s behavi or s.

Approximately one month afteB r o o ldischasge her older brotherwas psychiatrially
hospitalizedand did not return to the homBrookebegan kindergarten in tHall of 2011and

her foster mothereported thaBrooke had dificulty with behaviors at schoo$chool staff did
not corroborate t he The festee mothemtsd raneoutéosBroakdd 3t € me n
medication and her behavior issues in the home escalased. result,Brooke experienceda
second hospitalizatiom the psychiatric uniin October 2011 that lasted nine daykereasos

for admission included suicidal gestures and aggression in her foster Bameg her
hospitalization, case management staff determinedBitwaitke would not return to her relative
foster home because they could not provide the care she red@otbcher biological and foster
mothers visited during her hospitalizatiddhe was discharged with a diagnosis of ODD and
ADHD with a new prescription for Intuv (extended release form of the active ingredient in
Tenex) She would continue to receive therapy servicdbafoster care agenag well asSOC
services.

Brookewas placed in a traditional foster home that had experience with children with aggressi
and disruptive behavior®ne of thefoster parergworked nights and slept during the dawnere
were also three ber foster children in the honveho weretwo years, thregears, and 10 years

of age.A SASS posthospital assessment conducted in Dean#®11 noted thaBrooke met

the criteria for ADHD and RAD as evidenced by her historgxjferiencingneglect, repeated
changes in primary caregiwertemper tantrums, ambivalence with caregivers, -luae
relationships, easy manipulation of othensdattachment concerns.

In February 2012Brooke was moved to a third foster home as fireviousfoster parents

reported personal problems that precluded them from continuing to care f@rbeke was

temporarily placed in a spite foster home for oneanth, thenshe moved into a fourth foster

home in March 2012The foster family reported th&rooke adjusted to their home welthe
transitioned to a new school with few problembke foster parents continued to transport her to
therapy and enrolled har swimming and tumbling classeShe began first grade in the fall of
2012.The goal remained return home and the foster parents encouraged the mother to attend
church with the familyThe biological mother attend®tooked s car di ol ogy appoin

In the spring 0f2013,the mother stopped visiting, stopped participating in servares had a

positive urinalysis for methilThe court suspended all visits between the mother and her children

and changed the goal to termination of parental rigbtging this time, the foster parents
reported an increase ilBrooked s negative behaviors that I ncl
behaviorsand stealingSOC services were+iastated to assi®rookeand the foster familyHer

therapist througlthe foster care agey addressed the change in goal during therapy sessions.
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In September 2013 he Assi stant Stateds At tBoookaesy bfeihlad df
after two incidents where the mother and maternal grandmother attemptedtoaae=alone in

the community.School had been notified that the mother was not allowed to visit her Théd.

foster parents expressed concern about the mother attempting to Bdmae The foster

family committed to adoptin§rookeand provided consistent sibling visitan with her siblings

placed in a different foster hamShe remained on Intuniv for téiagnosis ofODD.

In November 2013, the mothence againtested positive for meththe court revoked her
probation,and she was sentenced to two years in priSbmremained incarcerated and the court
terminated parental rights in August 20Btookedid well in her adoptive placement, attended
school in a regular classropand took tap and ballet classes.

Fiona

Fiona entered foster care at the agefaur. She hadpreviouslylived with her fatheras her

primary caretakefThe father has been previously diagnosed wigoBr Disorder, Intermittent
Explosive Disorder, AntBocial Personality Disordeand PTSD.The father had prescriptions

for Seroquel and Depakoteut did not comply with his medication regimdine father also had

a history of multiple psychiatric hospitalizations, but did not cooperateonithi | d wel f ar e
requests for consent for release of informatidhe father abused prescription medimas,
including morphineand required hospitalizatidor possible morphine overdose.

Fionawas involved in numerous services priorher placement ifoster care and her first
hospitalizationIn May 2010,Fiona s -yé&arold father reported to themvo-yearold Fionad s
pediatrician that the Department initiated an investigation against him for an injufipe s
forehead thatvould not heal.The fathersaid the injury resulted from a fallThe pediatrician
noted no signs of abuse during the ex@here was no recordf the investigation in CANTS.

In July 201Q Fionawas seen by MsAdams LicensedProfessionalCounseloy at theFoxtrot

Community Mental Health Provider ol | owi ng h e r of Beaxuallzexl rbéhaviorr e por
Apl ayi ng wi tngarduedmalkd anfl regression with toilet trainin§he reportedly

had difficulty sleeping and would only sleep for a few hours at a 8he.would throw temper

tantrums, pull her own hair, and was defiant to adlMs. Adams diagnosedFiona with

Disruptive Behavior DisordeiRecords did not indicate how oftémonaandbr her father were

seenfo i ndividual and f ami | bpoughtheetr@aplher Fpediaasr
office, Dr.Baldwin,i n Jul y 2010. cdhadermtlzadbsheahs abben hmedssed
as she plagdwi t h hersel f at ti mes and fAtriHedsot o i n:

wanted fisomething to put her Fidowa ®spmiedtath g ht t
Foxtrotsuggested he try prescriptiomedicationUpon examinationDr. Baldwinn ot ed A nor ma
female genitalia forheragflo evi dence of tr atldendsoreportedthata t al i
two-yearold might be too young toi@nose with Bipolar Disorder to treat with medications.

In November 2010, the Department initiated a second investigationFadte®d s t her api st
a laceration above her eyder father reported that she got the injury during a visit with her
mother and he stitched the wound clodedring this investigationF i o n a 6 admittesl toh e r
being overwhelmeavi t h  Fi o n a dhe Department opdneédra gase for voluntary intact
family services and unfoued the DCP investigationFiona was referred to psychiatrist Dr.

77



CharlesHe provided ted-psychiatry serviceto thertheeyearold Fionaand diagnosed her with
Bipolar Disorder, Most Recent Episode Manic, Mild; R@at AttentionrDeficit/Hyperactivity
Disorder;and Enuresis, Diurnal and Nocturn8lr. Charlesinitially prescribed Clonidine and
Lamictal (used tareat seizure disorder and Bipolar Disoraeadults and pediatric seizujdsut
added Adderall within a monttde continued to increase the dosages of these medications
during the course of her treatment, without any noticeable change in behaviBecember
2011, the case manager referred the father for parenting clagsesceivediweekly parenting

help for six monthantil hewas dischargeébr noncompliance with services, continued use of
corporal punishment, amnitnessedoss of control withFiona

In April 2011, Fiona underwent a psychological evaluation with [Edwardsat Lambda
Community Mental Health ProvideShewas referred at the request ofaat family services
caseworkerMs. Dixon,due to concerns regarding prenatal alcohol exfgoEionawas reported

to have language delays and demonstrated hyperactivity, impulsivity, and aggressive behavior.
She was accompanied to this evaluation by both of her biological pdPentSr.Edwards Ms.

Adams at Foxtrot Community Mental Health &®®ider haddocumented extensive behavioral
problems, includingbiting, kicking, screamingmasturbating and inserting objects into her
vagina.F i o n a 6 andnothérdise reported thdionai s @ g |hardathéand will refer

t o hi m as diwihgftembaconde jealous of women he datéenawas subsequently
diagnosed with AttentioiDeficit/Hyperactivity Disorder, Combined Type; Communication
Disorder, Not Otherwise Specified; and Toxic Exposure to Alcohol (FAS with normal growth).

Dr. Edwads documented thafion®d s e mot i o0 n a lwasthgres liketygalated tb hev n
diagnosis of FAS and sensory integration difficulties than Bipolar Disdritevever, she noted

t hat due to her p ar e rriorias atham iacreasedgk fay significanh t a | [
psychiatric issuesDr. Edwardsrecommended several services and educational interventions
including continued sgEh and occupational therapies anBunctional Behavioral Assessment.

Dr. Edwardsdid not address nor provide any recomaetions forFionad s s exual i zed be

The Department initiated a third investigation in May 20dlliring the intact family case
Fi o n a 6 was indidatbdefoSubstantial Risk of Harmafter he punche&ionain the nose.
Between May 2011 and Decemb2011 services were sporadic due Fona and her father
traveling out of stateThey spent approximately five weeks in TedasingMay andJune 2011
before returningo lllinois. Services at Foxtrot Community Mental Health Providegortedly
ended inJuly 2011whenF i o n a 6 sepofted hehaa@ionawere moving out of statdhey
relocatedto Nevadain September2011. During their absencérom lllinois, the father was
detained for hitting and kickingrionato get her in the car in a restaurant pagkiot. Law
enforcemenin that statelid not take any actiofcionad s case manager documen
a well-child check in thecity to whichthe family moved but noted that tlhecal child welfare
agency did not perforrnthe service.The intact fanly case remained open adnaand her
father returned to Illinoign December 2011.

Upon their réurn, the Department initiated théourth and fifth investigatiomfor allegations of
Risk of Substantial Harmand Inadequate Supervisidmased on reportthat the father took so
many medications he could not supervise his daughtititionally, the fathebuckled and left
Fionaalone in their car while he finished his dinner inside a restauBastreportedly was put in
the car for misbehaving while theyere eatingRestaurant staff called law enforcement and the
father broughFionaback inside the restauraiolice told the father that was inappropriate to
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leaveFionaalone in a carDuring the pending investigation, child welfare learned thafetier
planned to leave the state again with his daughtes.DCP investigator took protective custody
of Fionain January2012.The Department indicated tHather forSubstantialRisk of Injury and
InadequateSupervision for the fourth investigation andadequateSupervision for the fifth
investigation.

Fiona was placed in a specialized foster horiéithin two weeks ofthe placementshe
demonstrated sexualized behaviors that included sticking items in her \@lgealso described

incidents of sexuaholestation and penetration by her fathei. onadés pedi atri ci an
saw herin February 2012within two weeks of placemenfipr an evaluation and refill of her
psychotropic medicationsi o n asfesparént, MrgGill, reportedrionad sexuébehaviors and

noted she had been very aggressive.Ford also documented th&ionat ol d her she
wi th her c¢ookiRerDaRodd Mrst Gillgvast very aoreernead abobtona not

having her psychotropic medications and wanted thisoddo restart these medicatiori3r.

Forddi d not f e e $tartifigcthee medication&lordideme Lamictal, and Adderall) on

such a Ayoung chil do and recommended they kee
with Dr. Holloway. No examinatiorregarding sexual abuse allegations was documented to occur

during this visit. However, Dr.Ford did recommend keepinfionai n a fAsafe envir
monitor the other children around her as she is likely to act out behaviors done to hermijth the
andgether apy started as soon as possible. o

Fionabegan seeing a psychiatrist, Btolloway, in March 2012, whqrescribed Adderall and
Clonidine for her ADHD He continued to see her monthly and increased her medication in June
2012Awi t hout ap pdDBr.dollaway atssowrote a hetie@ddressed to the couirt

June. He recommendéhat visits withF i o0 n a 0 be disatituedruntil such time thie
fatherreceives the services outlinedthre family service plan as thsits appeagd detrimental

toF i o remaddianal growth and stability.

In April 2012 Fionabegan seeiniyls. Ingram, Licensed Professional Couns&dh Phi Foster

Care Agency Her therapy goals included reducing aggressive behavior and addressing safe
boundariesNeverthelesskiona 6faster parents requestbe@r removalat the end of May 2012

due toescalatingoehaviors after visits with her father, including increased sexualized behaviors.
The foster family agreed to care féionauntil the agency located an appropriate placemidrg
agency was in the process of locating a new home Wwingrawas hospitalized.

In July2012 Fionads f oster parents called the CARES |
She allegedly ripped out her ovair, bit herself andexhibited aggressiotowards members of

the foster family and the family doglhe foster mother reported tHabnawould masturbate to

point of urination and that she also made statements that she wanted to kill her foster brother.
According to the foster mothefjonaalsoreportedly tried to hang herself from the ceiling fan.

The SASS screener approveidnafor hospitalization and noted that the foster mother could not
emotionally support, supervise, or safely monkmma

Fiona was hospitalized aGreat Lakes Psychiatic Hospital for eight days.She attended
individual therapy as well as speech and occupational therdposgpital records documented
that Fionadid not exhibit any sexualized or aggresdbnahavors while hospitalizedStaff also
noted that she had noteseher father for approximately nine days prior to admisste. was
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discharged to a new specialized foster home with diagnoses of ADHD, ODD, and Mood
Disorder NOSShe received prescriptions for Clonidine and Addelalkas recommended that

Fiona continue psychiatric care with DHolloway. Additionally, Dr. Holloway wrote a letter
documenting that it did not appear to beFionad s b e st i nterest to cont
father. A referral was made tcAAcme Community Mental Health Providdor a sexal
victimization assessment and treatmepii Foster Care Agencwould continue to provide

individual therapy.

Ms. Johnson MA, Licensed Clinical Professional Counselor evaluated Fiona at Acme
Community Mental Health Providetwice in August2012 andonce at the beginning of
SeptembeR012 to assist in the development of an intervention plan relatédried s hi st or vy
beingsexualy victimized Referral for this evaluation indicated tHabnahad been displaying

signs of sexual abuse since enteriogtér care in January 201rior to coming into cardsiona
reportedly inserted pencils into her vagiWé¢hile in herfosterhomeat the timeFionareportedly

had inserted utensils, a stroller handle, and a toilet paper handle into her V@g;maepod
doing it bec aws.dohnsdrrepirfediyedked wigleiomahboot living with her

father and brother anshe reportediiThey would hold her down by the hair and penetrate her

wi t h t h e iSpecifipalyn shes said hebfather and beoth woul d Aput their
her c 0As lai resultoof this evaluation Mslohnsonr e por t ed AirepeatedI
placement would further exacerbate trauma and attachment symptoms for this child and could
undo the gains she is making behavioralg.h e f urt her recommended dAvi
should cease for a period of at least three months for the time being, or at minimum, substantially
decrease to no more than once per month, to determiiendé s f uncti oni ng can
improve without regular engagement with her perpetraibren in supervised visitation both

verbal and nonverbal cues may be used to remind abuse victims of prior abuse and serve a
coer ci v e Héwewere visitsocontimuedporadicallyuntil January2013 when Gamma

Foster Care Agenayadea critical decisiorto suspend visitd= i 0 n a 6 ®uglit this deasion

and the court reinstated visigthin two days.Fiona continued to receive weekly individual
therapy, although she had a change in therapishe @d of January2013 when she began
seeingMis. Klein, LicensedClinical ProfessionalCounselor

In the fall of 2012 Fiona began kindergarten and qualified for special education services for
emotional and learning disabilitieShe received speech, occupaéih and physical therapies as

well as an aide in the classromnda weighted vest to assist with attentidime school noted
some improvement in her behaviors but she continued to refgeqeentredirection and had
difficulty staying on taskBoth the Acme Community Mental Health Providevaluation and the
Lambda Community Mental Health Providewaluation reported thaionsds attenti on
hyperactivity issues were more likely related to her FAS, sensory difficulties, and other traumas
than to ADHD,as she did not seem to respondlve her stimulant medicatiorter current

foster family also reported improvement in her behaviors and felt that their structured home
helpedFionatremendouslyThey noted that they had the same routine seven days aamndek
Fionaonly showed defiance and behavioral difficulties after visits with her faflvey noted it
woul d take appr oxFiombhte ky o aFiothhag mghtmareg where éhe
screamed out in the middle of the night, she would masturbate frequently, anshe made a

penis out of playdoh and placed the object into her moatha family partyHer foster mother

often usedredirection as an intervention bEtona continued to have sexually inappropriate
behaviors and boundary issue
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Fiona®d s tramdeered totGamma Foster Care Agenay October 201ue to a conflict of
interest with the current foster mother dfidnad s pr evi ous agency.

Fionabegan to thrive in her foster placement, where she had been living for approximately nine
months.She was enrolled in ballet and socden. onadés casewor ker s, of wl
three months, documented issues in the homélowever, according to the client service plan,
Fionawas placed with her haffister at the end of April 2013, at thecommendation of the

Guardian ad Literand t he f a tHeranedcationawadlsoahangey athattime. Dr.

Holloway prescribed Depakote and discontinued the use of Add&tad.lived with her adult
sister and hes i s twe childsen forjusbver 30 days when the siste
She was subsequently placed in a respite home for approximately one atamtich poinishe

has hospitalized, in Jurg913 for a second timerionaalso changed caseworkers an additional

two times durig thosetwo months

While hospitalizedat Midwest Psychiatric Hospitakionad s  oagods were changed once

again: she was started denex and Clonidine was discontinuéthe was also administered
Thorazine on three different occasioiifiere was no dagnentation inFionads case fil e
why Fionawas rehospitalized, as there were no case notes tr@rend of May 2013 through

the beginning of JulY013.0nly two case notes were damented during this time period. One

for June 20, 2013 (created on Awsg 11, 2013¥%tated | sewFionaon 5/ 24, 5/ 30, 6/
notefor July 10, 2013created on August 11, 2018ated i IFiomaw 7/ 1, 715, 71
It is unclear if this indicatethatthe worker savwionawhile in thehospital.

She remainethospitalized untithe beginning ofluly 2013 when she was discharged to a new
specialized foster placeme@&he lived in this hom#or a month, as which point she moved back

to the previous f ost er thivedroefdrdged remobabne placement whi ¢ h
with her sisterBased on the recordBjonahad a difficult time adjusting to being back in this
placement and she continued to act out sexually and behavi@hbyalso continued to have

visits with her father, approximately four houes pveek.

At the end of Septemb&013 CWS Ms. Lewis supervisoMs. Moore DCFS psychologist Dr.
Nelson and Clinical revieweMs. Randolphconducted a clinical/quarterly staffing f&iona
Fionds therapistMs. Owens attended via phon&he case mamgr documented a summary of
the staffing. Whenthe Department took custody Bfonain July 2012, she seldlisclosed to her
foster mother at the timghe wasexually molested by her fathé&ds. Randolphquestioned why
thefathercontinued to be allowedsitation and was informed visitation remained court ordered
for four hours a week.She was also informed the judge dropped the allegations of the father
being a sexual perpetrator and would notGamma Foster Care Agenosfer him for a sexual
perpetréor evaluation.Ms. Randolphsuggested speaking withe assigned DCFS attorn&y
intervene Ms. Randolphalso suggested F i o n a 6 andnfiotheénkeee married to attempt to

get the divorce order and asked aboutrthe t h wheréaboutsThe case mamgr noted she

was informed that the mother refdsservicesMs. Randolphsuggested a diligent search for the
mother and an attempt to contact Hds. Randolphalso requested a list of the placements and
the reasons whiyionamoved.She requested that DMolloway conduct an up to date psychiatric
evaluation.Ms. Lewis discussedFionds behavior at school and at thester home Ms.
Randolphsuggested a behavioral specialist go the school to address her aggressive behavior in
the classroomit was also reommended thdtionareceivwe sexualized behavior therapy.
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In January 2014, approximatelive months after being placed in her foster home, the foster
parents issued adftay notice due to feeling that t heir
Fiona ®heyfelt Fionds behaviordiadconsistently gotten worse sinske had returnetd their

home.Her foster mother statedfionaihas had only two positive a
Recently, Fiona has begun inserting objects into her vagina and masturbatiggefrdy.
However,Fionar ef r ai ns from sexuaPereda$bonaehasitbees s fin
extremely defiant refusing to follow any rules and instead doing the opposite of what is being
requestedrFionahas destroyed other children's toys a#i a&®her own Christmas preserfigona

pushed down &wvo-yearold family member with whom she had always been affectionate and

k i nHKepobtedlythef ost er f ami | yld, $vieetpoaawouldhresdrface buenovd
feels this will not occur. o

Fionawas moved to a temporary specialized placentteaitt monthand aCIPP was heldive
days later. Because not afl thenecessary documentation was available at the anfia|ow-up
CIPP was heldeven days lateAt the second CIPRt was agreed uporhat Fionawas in need
of more intense services and residential placement was appkemededications werehanged
once againin February 2014Adderall was resumed and Tenex was discontin&e was
placed withOmega Foster Care Agency March 2014. Her current medications include
Clonidine, Depakote, and Adderall.

Since her placemenin foster care inJanuary2012 Fionahas had 14 different caseworger
including 13 since her casmnsferred tadGamma Foster Care Agenay October 2012Upon
dischar@ from her second hospitalizatidfipnacontinued taeceive services through schoal; i

is important to note that she was repeating kindergasies.also continued to receive outpatient
therapy but her sexual victimization therapy had been discontifiues requested that this
resume at the DCFS clinical staffing in September 2013 but this did not occur prior to her CIPP.
Parentalights have not been terminatatthe time of this repart

Multiple Transitions and Multiple Hospitalizations (2 Children)

Keandra

Keandr@ s f a mi History viith DCF&. In 2006 the Department indicateler father for

sexual exfoitation of nonrelative;the father was 24earsold and the victim was 1gearsold.

In 2009 both parents were indicated fBnvironmental NglectandInadequate Supervisido
thentwo-yearold Keandraand heroneyearold andtwo-monthold siblings.During the 2009
investigation i t was documented that t he moas heex was
offender.Sheand all three children aved in with relativesThe mother began services with a
community agency and the Department closed the investigation with no additional services.

Keandraentered foster care in November 2010, at the ageurf after she disclosed that her
fathercame ito her room in the middle of nighgot into her bed nakednd rubbed against her.
Her mother refused to allow the children to stay with relatives under a safetys@ldue
Department took custody #feandraand her two younger siblingbler father wasridicated for
Sexual Molestatiomof Keandraand both parents were indicated fRisk of Sexual Harm
According to the investigation, the mother knew tlkaandra had reported her fath@rs
molestation butshebelievedKeandralied. The Departmendlso initated annvestigation of the
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relatives that allowed the father to live in the home dedpitevledge ofhis registered sex
offender statusThe father was never prosecuted for sexual molestatiearidra

Keandrawas placed in two different relative tes homesn her first two months in foster care
reportedly due tdnerincreasingly aggressive and noompliant behaviorShe waghenmoved

to a traditional foster home and remainteere for approximately five months prior to
hospitalization. She receied individual therapy througtbelta Community Mental Health
Providerto address her sexual abushe begarSOC services in December 2018eandra
beganan early education program that developed their own educational curriculum in February
2011.At a devdopmental screening in April 201%he reportedly qualified for services because

of delays in all areas except social skillbat monthshealsoreceived a diagnosis of ADHIA
psychiatrist prescribeRitalin to address symptoms of inattention, distkalety, and irritability.

The day before her hospital admission, in J@041 Keandrareportedly harmed several
children at daycareHer foster mother reported thahe had a history of scratching herself,
speaking with an imaginary person who comes im@oroom at night and sleeps with her, and
hurting animalsHer foster family believed her behavioad grownout of control and described
her as a i fSASSdapplowvedeaddeafor hospitalization citing high levels of
aggession for two consetive days she had hit a boy with a stick and stepped on another boy
while he was nappingshe reportedly also choked a girl and dragged her to a pole to bang her
head against iThe record was silent as to whether school staff corroborated this infenmati

Keandrawas hospitalized for 10 days and discharged to the same &dmevas also approved
for specialized foster caréler therapistbiological parents,and foster parents participated in
staffings during hospitalizationThe SASS worker also pastpated in hospital staffings and
planned to provide weekly therapyhe SASS file did not contain documentation of any follow
up therapy sessionShe was dicharged with diagnoses of PTSADHD, and a prescription for
Ritalin. K e a n drefaralssupon dicharge include®ASS followup servicesDelta therapy,
medication monitoringand SOC services.

At the beginning of Augus2011 the psychiatric hospiteddmittedKeandrafor a second time

whenher foster mother reported th&eandraheard voices that kb her to do bad things and that

sheonly slept two to three hourger night. The school also reported that she had disruptive
behavior.The psychiatrisprescribed he€Clonidine to assist with sleep and impulsive behavior.

Her discharge diagnoses include@HD and Mood DisorderShe att ended the hos
hospitalization program untthe end of the monttHospital staff recommendethat visits with

her fathercease; Isortly afterKeandr&@ s hospi t al i zat i oreasead IDingvi si t s
the case, the father was referred to complete a sex offender program; however, the father did not
participate in services and misrepresented findings of a sexual perpetrator evaluation, claiming
that he had been evaluated as low risk t@ffend. Neither parent completed counseling,
parenting, or substance abuse services.

SASS deflectedKeandrafor psychiatric hospitalization three timesFebruary 2012Her foster

parent contacted SASS for services because of aggression, not sleepihgrnsekiggessive
thoughts and defianceKeandra wagsychiatricallyhospitalized for her third and fourth timas

the end of February 2012 to the beginning of March (12 days), and from the end of March 2012
through the beginning of April (10 dayslhe foster motér reported continued problems with
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aggression andKeandrathreatened to kill herself by swallowing brickshe foster family
reported during her fourth hospitalization that she could not return to their HGeaedra
received discharge diagnoses of PTHDHD, and RuleOut Dissociative Disorderand she
received prescriptions for Ritalin and Clonidindlwo days after her fourth dischargher
psychiatristprescribed a sevettiay supply oRisperdal.

The agency place&eandrain a new specialized foster henn April 2012 She continued

therapy withBeta Foster Care Agen@yndDelta Community Mental Health Providd@rhe foster

mother stopped givingkeandraher medication because she believed it did not help; it is not
clear if the foster mother taperethe medication. The CAYIT team recommended a
neuropsychological evaluation btie consulting psychologist denied this and approved a
psychological evaluatiorhe undertook the evaluation in July 20A2cording to the evaluating
clinician, Keandrama d e imiomwac | mprovemento i The toertr new
terminated parental rights May 2012 Her therapist aDeltadetermined she met her treatment

goals and closed her caatthe end of August 201Zwo months laterin October 2012Beta

Foster Care Agncydischarged her from therapy after her therapist resigiesltherapist noted

that she had made progress in her placement and neither the therapist nor her new foster parent
had observed any dissociatinBeta Foster Care Agenagferred the foster pant to lota
Community Mental Health Providdor continued therapy service¥he agency referred the

foster parent to online services through the Department Training Institute and the Child
Traumatic Stress NetworkiHer school reported thaKeandracontinued to perform well
academically and the school believed her current foster home was a good platéméoster

family adoptedKeandrain October 2014 and the Department closed her case.

Xander

Xander entered foster carat four years oldafter a failedintact service case related to his
famil yéds substance abXMandedt s nmotmeet adandheatdt ¢epf ats
history of involvement with DCFSthey both reported a history of Department involvement as
children.The mother wasalsoinvolved with the Department as a teenage mothiee. gave birth

to her first child at age 15 his baby was in the NICU for several weeks and then placed in

DCEFS custodyThe baby died ahe age okix monthsdue to SIDSIt is unclear why the infant

was plaed in custody as the investigation has been expunfjeel motter had a second child at

age 17. She voluntarily gaveis child to her mother and stepfatheho later adoptethe baby

Xandeb s mot h e r stepfatletllhhadra,hist@ynollsubstanoee and mental ilinesklis
28-yearold mother had a history of substance use and mental illness beginning af adgerid
she received a diagnosis dalepression adr the death of her first child; sheceived a
prescription for XanaxRecords indicatedhat the mothemlso had prescriptions for Celexa,
Abilify , and Doxepin as goung adult. Shattempted suicide at the age of Z0e 25yearold
biological father reported using cocaine, meth, marijyaral alcoholHe reported three past
psychiatric hgpitalizations with diagnoses of ADHD and-Bolar Disorder.He hadbeen
prescribed several psiyotropic medications includinganax, Lortabs(painkiller), Valium (antk
anxiety) Geodon(second generation antipsychotiend RisperdalHe also reported onpast
suicide attemptThe 3tyearold stefather reported using meth ahdd two prior psychiatric
hospitalizations for issues with mood swings and depression.
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Xander participated in € servicesthrough an early intervention progranto address
developmetal delays prior to his involvement with the Departmeunntil his third birthdayHe
reportedly received developmental, physical, and occupational therdpidser his mother nor
his intact worker ensured that he attended akpréergarten progran®rior to the open intact
family case Xanderhadalsobeen receiving psychiatric services for medication monitoidng.
Rangelhad prescribed him Ritalin, Adderall and Clonidilmea SACWIS note dated Ju261Q
Dr. Sawyer another psychiatristeportedy wanted to prescribe Risperdal lthére was no other
documentation regarding this.

The Department opened an investigation involving the fanmlAugust 200&fter the mother

allowed her paramour, a registered sex offender, to live in the home withhtleetyearold
Xanderand afive-yearold sibling. The paramour had been convicted of sexual molestation
another stateat the age of 1&8is related victims werfive and eightyears oldXandeb s mot her
reported not knowing that he was a sex offen@iae paramour moved out of the home during

the DCP investigatiortle was indicated forstantial Risk of Sexual Abu&gx Offender has

Access and closed the case with no services needed.

Eight months later, in April 2009, the hotline received a secolidalbaging that the mother,
who was now married to treameparamour, allowed him to live in the honfée family moved
out state duringhe investigationThe Department indicatl the mother and paramour/sttper
for Substantial Risk of Sexual Har8€x Offender has Accesslhe Department closed the
investigation without any further services and notified authorities irstidite to which they had
moved

The family returned to lllinoisin December 2009, the Department once again investigated
allegations 6the mother allowing her husband to live in the hoare] both the mother and
stepfatherwere indicated for Substantial Risk of Sexual Har§¥x Offender has Access.
Additionally, the stepfather was indicated fouts, Weltsand Bruisego thesix-yearold sibling

after slapping him in the fac&he Department indicated the mother foadequatéhelter.The
Department opened antact family caseandreferredthe parentgor parenting classes, mental
healthservices,and substance abuse servicBsey didnot successfully complete any services
during the intact caseéAt the opening of the case, the biological father was incarcerated for
manufacturingneth.He had several prior convictions for assault, weapamg meth.

In February2010,Xandeb s mot hed 8ASS regarding hBASSAout ¢
deflected him from hospitalization and no follap SASS services were documentRecords

obtained from the SASS agency did not contain any documentatidtaradeb s def | ect i «
Accordingtothecas manager 6s ,3A0%3 nfgjnutsatt ifoinl | ed out pap
anything for him.o

In May 2010,during the intact casd¢he Department investigated another allegation that the
mother allowed the children contact with her husbding.parents wes indicated for Substantial

Risk of Sexal HarmSex Offender has Accesagain Allegations against the mother and
biological father, who had recently reunited with the family afdeaserom prison, were also

indicated for Substantial Risk of Injuryafr a domesti c violence inci
misuse of alcoholThe Department continued fvovide intact family services buione of the

adults were complianThe court awareéd the Department guardianship of the childranJune
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201Q but custogt remained with the mothefhe mother and stepfather separasturtly after
the court dateand the mother and her two children moved in with her parents.

The agency placed the boys in a shaheduly 2010,after the mother failed to obtain suitable
housing or participate inng of the recommended services, becdahseagency could not locate a

foster home placement fofanderand his older siblingKandeb s mo t h ethat sheetpok r t e d
Klonopin at the beginning of 2010 and experienced suicidal ateathortly after DCFS
removed her childrenShe also reported use of alcohol, meth, and marijuana and required
hospitalization once after the children were removed drcessivedrinking and use of
benzodiazepines and diet pills.

At the beginning of Augus201Q four days aftemplacement inthe shelter Xanderrequired
restraint eight times ia 93minute periodHe reportedhybit, kicked spit, pulledthe hair of staff,
and threwfood and utensilsShelterstaff calledSASSwho approved psychiatric hosglization.

Xanderremainedhospitalized for 22 daysle participatedn individual and group therapiesnd
received Ritalin, but the medicatiorreportedly had a paradoxical effedthe psychiatrist
discontinuedRitalin and prescribed iBperdal. The hospgial also requested permissico
administerTenex but had not received a responséhbytimeof Xandeb dischargeat the end of
August 2010.He moved to anew specialized foster placement.

Upon dischargeXandeb s  tramsfeered tBeta Foster Cardgency, as they would monitor

him in his first placementHe began a prkindergarten program at Head Start and began
individual play therapy with an agency therapi¥anded s psychiatri st di s
psychotropic medications October201® o get | éar er pi ctgsincebehad hi s
been on psychotropic medications siteewastwo years old Both his maternal grandmother

and Head Start staff reported disruptivedegbrs and increased aggression at the time.

At the end of March2011, staff at Head Start called the CARES line afiander became
combative, aggressivdangedhis head, andhreatenedo kill himself. He was hospitalized at
Huron Psychiatric Hospitgbut of state) and dischargéutee weeks later, near the end of April
2011.He was prescribedlenexand Trazodone HCL andasdiagnosed with Conduct Disorder.
He was placed in a new specialized foster harmpen dischargeAt the end of May2011, his

case transferred 8amma Foster Care Agenfty case managemertlis therapyservices were
also transferred t&Gamma The case record provided to the OIG did not contain any therapy
notes fromGammastaff andSASS records did not indicate théanderreceived any followup
services.

Five months postlischarge Xanderwas hospitalied atHuron Psychiatric Hospitagain In a
SACWIS notefrom SeptembeR011] it was reported that when the caseworker arrived for the in
home visit Xanderwas in his room and was not allowed to come Hetreportedly expressed a
desire to kill himself ad his teacher prior to the visithe @seworker noted that after they
spoke Xanderwent outside to ride his bike to wait for SAS®were is no further documentation
as to why SASS decided to hospitaliele was hospitalized 19 days and discharged tcdhse
foster homeHe was prescribed Focalin, Zyprexad Benadryl for sleep.
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At the beginning of Octob&?011, the same day as his discharge from the second hospitalization
at Huron Psychiatric HospitalXander was hospitalizedagain He was admitted tdlheta
Community Mental Health Providess a result of suicidal ideation, hitting foster parents,
spitting, kicking and urinating on the flooHe reportedly was sent home frataron Psychiatric
Hospital without medications and the foster parents were @nebigethis prescriptiondilled

that afternoonHe was admitted at 2:4&8.m.Hhe was not accompanied to the hospital and rode
alone with EMT.Perthe EMT, Xandermasturbatednost of the ride to the hospitdle was
discharged after 14 days twia diagnos of Mood DisorderNOS, ADHD, and ODDwith
prescriptions foifenex and Zyprexadle returned to the same foster home.

Approximately two days after discharg&ander was hospitalized for the fifth time after
reportedly punching a child at school and thne@ig to kill his brother and stab him with a toy.

He also reportedlyate norfood items, includingchalk, shaving creamand crayons.He was

noted to have poor sleep and continued to use Benadryl as aasleBecords indice that

SASS was called at 2m. His caseworker was also called and went to the home to meet with
XanderUpon her arrivals he documented that he was Ahigh s
and went outside to ride his bikeecords also indicated that EM&svnot dispatched until 5

p.m Xandewa s 0 s | e ep iwrtgeyrdrrined at ¢hd home at 8:p0n. He was awakened

and transported t&rie Psychiatric Hospital he f ost er parent reportedlI
wi t h t hHe svas diaspmtalized for five days and discharbadk to the same homkle

reportedly was tde discharged after four days BiMEFS was unable to pick him up on the day

of discharge so his stay was extended by oneklayvas diagnosed viitMood and Behavioral

Disorders NOS, Ruleout Severe ADHD, Rul®ut IED and ODD, Rul@®ut Adjustment

Disorder vs. Depression vs. Bipolar Disorder, Rule history of Abuse and Negleéte was not

given any medications upon diselge as the treating physicidacumented that

Efforts were made to adjust medications .(itirate Zyprexa, discontinue
Tenex and start Ritalin LA and Clonidine); however, as usual with patients
that are in the custody of the State of Illinois consent to change medications
was denied and recommendations to increase the Zyprexa was received
instead.This is not the appropriate treatment for this patient at this time per
my opinion therefore arrangements were made for patient to be discharged
back to his custodians (the state of Illinois) with instructions for theraek s
treatment as they sei f

He was once again discharged to the same specialized foster home but was moved approximately
six days laterNo documentation was found for why he was mowégl stayed in this new home

with no difficulties untilthe end of Novembe2011, when he was plced atODmicron Diagnostic
Program and Residential Progréon a 93day Diagnostic Evaluation.

Xanderremained aODmicron Diagnostic Program and Residential Proguautil the middle of
April 2012 when he was transferred @@mega Foster Care Agencgsidatial center with a
targeted discharge date of spring 20He continued to take Seroquel and Clonidine for
diagnoses of PTSD, ADHD, and Mood Disordeie continued to receive special education
services and was placed in a therapeutic day scWdule hepreviously tested in the borderline
range for IQ more recent testing indicated a Full Scale 1Q of 82.
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In May 2012, child welfare staff made eritical decisionto stopvisits betweerXanderand his
brother as they exacerbated elch ybéhaviorsXanderhad not seen his mother since he was
admitted toOmega Foster Care Agencglthough he maintained sporadic phone contact until
June 2013when all contact with his mother ceaséu.January 2013the father was charged
with aggravated battery and unlawfide of a weapon after allegedly stabbing a nRamental
rights were terminated for both his mother and fathé»ecember 2013

Xanderbegan to see an obesity speciahsDbecember 2013vas placed on a restricted diei&s
given Vitamin D supplementand was given a mandate exercise 60 minutes per dam.
January 2014his permanency goal was set for adoptide. was discharged from tl@mega
Foster Care Agenay August2014 to gore-adoptive foster placement.

PSYCHOTROPIC MEDICATIONS

Using a mediation to help modify unwanted behaviors does not necessarily translate into a
lifetime of medication requirementn many cases, the medications involved are simply a
catalyst used to increase the effects of behavioral therapy, and can eventually be&l remceve
those therapies have begun to wdrkthe event that the use of a psychotropic medication is
discontinued, it should be tapered off in a gradual manner in order to avoid withdrawal and
rebound symptomsloo often,the children reviewed here weretrrovided with appropriate
behavioral interventionsA call to CARES for the hospitalization of a young child should
automaically trigger effective firsifine nonchemical interventions.

Although the use of psychotropic medicasama young and vulnable population igconcern
such usehas not been prohibited. Psychotropic medicatioagntain a level of danger and
severity among adult populations and htwgsbeen studied extensively for safety, efficacy, and
long-termeffects.The same cannot Isaid about analysis dfieir use among childreiven the
logistics, cost, and ethical concerns to be consideseduch studies, data available on the
subject isncomplete

Treatment regimengprescribed to the children in this studsaried from pharmeologic
monotherapy (single drug) to varying levels of polypharmacy. The American Academy of Child
and Adolescent Psychiatry (AACAP), writes that while it is nearly impossible to establish a strict
set of guidelines to be followed in every case, for epatjent, at altimes,practice parameters

are nevertheless a useful tool tblniciansshouldusein order to guide the treatmeaécision
makingprocess (www.aacap.org).

Medication Issues

Each of the 32 records had informatimncreatea more complet picture of each child, but the
information wasrarely coalesced across systemsth&se was no centralized source of critical
information.Eight of the 32 children reviewed had serious medication issues

Jason

Jason whose relative foster home was cotie, received a number of diagnoses and medication
prescriptionsAfter being moved, he was eventually tale#hmedicationswith the exception of
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a stimulant to help him focus in school. Heeiveda diagnosis of PTSD following a clinical
review and evaation.

OIG investigators found thafasol@ fpsychiatrist placed him omedications without the
approval of the DCFS GuardiaAccording to Medicaid dateDr. Stuart a heurodevelopmental
pediatrician, prescribed Risperdal, Clonidine and Trileptal Jure 2012 without obtaining
consent from the DCFS Guardiadasonremained on Trileptal for one montifhe UCP
psychiatristwas never aware thatasonhad been prescribed Trilepfdl.The UCP database
shows thatn July 2012 consent was requested and obtaiinech the guardiaror Clonidine but
consent forRisperdalwas notrequestedr obtained until December, six months after he began
taking it.

Rule 325 states that DCFS wards may not be prescribed psychotropic medication without the
prior approval of the BFS GuardianDespite the DCFS Guardian consultant noting the lack of
approval, there is no record of this changiflgis practicereveals the ability of the physicians to

make decisions regarding the chil déswsghdhar e wi
consultants iUCP have a practice of reminding doctafsRule 325 both orally and in writing,

there are no practical consequenceseterdthe prescribing physician.

The lack of context in which the consultant psychiatrist makes a decisionasanbe
problematic. The chil dbds regul ar psychiatri st
parenf and chooses a treatment strategy that they feel is appropriate. The DCFS Guardian
consultant evaluates the request for medication based antwt en r eports of t he
some of which may be exaggerated symptoms reported by a stiessegarent.

OIG investigators reviewed th&JCP internal database and found documentationthd
consulting psychiatriét soncernsJasod s d a énaybcantaing notation about a high dose
of antipsychotic medicatiorthat was prescribed in which the DCFS Guardian consultant
guestioned if the child has developed akathisia (uncontrollable movem&hes)Guardian
consultantalso noted that they rguesteda referralfor a psychiatric consultatiorf.he question
regarding akathisia is not answeradthe databasand it isdocumentedhat the child has not
receved a psychiatric consultation.

OnceJasorwas evaluated by clinicians atchild evaluatio and research center March 2013,

he was given a diagnosis of PTSD and determined to not meet criteria for a diagnosis of ADHD.
Jasonwas subsequedgtremoved from all medicatiorsnd placed in a specialized foster home.
The foster parent and the schoad not report continuing behavioral difficultigde receiveda
prescription for a midevel dose of Ritalinn January 20140 assist with focus in school, but no
longer required an IEPr@any additional interventions.

The fact thatJasonno longer requed as muchmedicationas hehad been prescribed raises
guestionsaboutthe role his environmentplayedin necessitatindnis need for medicationThe

childds original relative foster home was cha
physial abuse by his grandparents and sexual abuse by his older sibling. In a review of his
SASS and <clinical c as e fintdraetons withthis grangparentss t h

>3 See section on Zoey on pageféf.more information on the prescribing practices of Dr. Stuart.
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triggeredmuch of hisbehavioral difficultiesT h e gr a n d p ato care fordaSomaaddhis| i t vy
siblings cameinto question during his care, yet it took several years for thelrehilto be
permanently removed from their care.

Based on the SASS and <cl i ni c adludeclrapsilse Conklgg or t s,
Disorderprior to hospitalization, ADHD at the time of dischargad eventually PTSD later in

his care.The UCP data lists his diagnoses toclude ADHD, PTSD, ODD, Substanceelated
Disorder, Mood Disorder, Severe Emotional Disorder, Intermittent Explosive Disaaddr

Bipolar Disorder. The associated symptoms included tantrums, aggressive behaviors described as
harm to other children and cruelty to animals, violence, impulsivity;hseth, rage, destruction

of property, sleep disturbance, pressured speech,iagjtatania, hyperactivity, inattentiveness,

and need for restraints on numerous occasions. This list does not seem to correlate with the rest
of the clinical picture described throughduta s a@ared Bhe inconsistency partly illustrates the
collaborative difficulties within the case review process. Given the described symptoms,
justification can be made for any of the medications used throughout his care, as well as the
medication recommendations made by the DCFS Guardian consultant. Practice parameters an
additional evidenceexists thatsupport the use of the various medications in question for a
number of the possible diagnoses that this clelteived(Pliska, 2007; Cohen, 2010; Steiner,

2007; Connolly, 2007; McClellan, 2007; Birmaher, 200Hat is tosay, each of the medication
regimens are justifiable depending on which set o¥igey information is followed.

Adverse Reactiong7 Children)

Adverse reactions are described as a response to a therapeutic drug that is unwanted, ynexpected
or excessivandthatresults in temporary or permanent serious harm or disability, admission to a
hospital, transfer to a higher level of care or prolonged, stageat™* A side effect is often

used to refer to a drug6s un inthe therapeutc range.f e c t
The UCP database included information regarding seven children taken off of psychotropic
medi cations because of fiadverse or side effec

Child Discontinued Discontinued Reason
Medication
Aiden Adderall Adverse or side effestSevere rebounding off ¢
stimulant
Xander Stimulant Adverse or side effects
Shannon | Topamax Adverse or side effects
Flynn Risperidal Adverse or side effecttmcreased Prolactin levels
Liam Ritalin Adverse or side effectimcreased aggression
Sean Tegretol Adverse or side effeciSxtreme sedation and vomiting
Zoey Trileptal Adverse or side effects

** Davis Drug Guide, Nursing Central (2014). Unbound Medicine
** Tarloff, 2012
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Zoey

At four years old,Zoey required hospitalization &i Hospital,then transferredtac hi | dr en 6 s

hospital after an adverse reaction to Triléptdhe remained hospitalized for 16 days and
received a diagnosis of DRESS syndrome, a severe cutaneous adverse reaction.

Drug Reaction with Systemic Symptoms (DRESS) usually presents three to eight weeks after the
use of the culprit drug, and is charaed by fever, skin eruption or rash, prominent
eosinophilia (elevated level of a type of white blood cell related to fighting off specific
infections), activation of lymphocytes (one of the major types of white blood cells involved with

t he b odyihsunity)eane mustidrgan involvement (e.g. liver, kidneys, lungs, skin). It
ocaurs in approximately onéen 1000 toonein 10,000 drug exposures, with an estimated
mortality rate of up to 1095 DRESS syndrome has been most commonly related to the use of
anticonvulsant medicationsuch asTrileptal >’ Diagnosis of DRESS syndrome requires a strong
level of suspicion and several levels of both exclusion and inclusion of signs and symptoms.

Dr. Stuart prescribed Trileptal as an dtibel medication to addresaggressive and defiant
behaviors. Notes from theCP database indicate that according to medical progress notes Dr.
Stuartreported he planned to try Trileptal if an EEG indicated temporal lobe spiking (note dated
2/7/2012). A later progres®sote (dated2/28/2012) did not have EEG results but indicated that a
trial of Trileptal would be started. There is no indicatiorZin e ynédgal records or Medicaid
billing that an EEG was doneDatabase notesndicate that Tripleptal was approved
conditionally, tha is, if she has a seizure disorder. She also had prescriptions for Clonidine and
Tenex at this timéWhile the consulting psychiatrist had approved requests for Clonidine, there
were no consents for her prescriptions for Trileptal and Tenex that wex diti February 28

and March 1, 2012The case manager requested consent for the medication on March 16, 2012,
two weeks afteZoeyhad already started taking the medications.

Zoeywas admitted tXi Hospital on April 18, 2012 after her foster father régporthat she had
vomited, and had difficulty walking and speakimgjtial medical testing revealed elevated liver
enzymes and all medications were ceased (Trileptal, Clonidine and Tévtalg. hospitalized,

Zoey had seizurdike activity. The admitting pysician noted that Trileptal had beassociated

with DRESS syndrome but becaug®ee hacho rash or elevated eosinophils, tltkg not pursue

the diagnosis.On April 22, the neurologist startedoey on a low dose of Lamictal, an
anticonvulsant also linketb DRESS syndrome, because of continued episodes of apparent
seizure activity. Zoey developed a fever and raghat same dayThe medication was
discontinued the following dawfter three doseZoeywas transferredta chi | dr end s
on April 25 s0 an Infectious Disease physician could further evaluate her Aasextensive
infectious, autoimmune, oncologiand hematologic workip was completed with no cause of
her symptoms identifiedThe doctors concluded that she had DRESS syndrome either from
Trileptal or Lamictal administered Xi Hospital. She was discharged from the hospital on May

4, 2012 with prescriptions for Clonidine, Benadmhd ibuprofen. Hospital staff educated the
foster family on DRESS syndrome.

5 Buck, 2012 and Abonia, 2011
5 Kress, 2011
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Eli

There are questions aboltet appropriateness &ié s hospi tali zation and
indicate that the child did not act out in the hospital and the foster mdosherr e por t s of a:
in preschool were untrueT he i ni ti al reasons for lasinglyp i t al i
aggressive behaviors, o0 and include such alle

inappropriately sexualized behaviorS§he circumstances surrounding these behaviors were
vague in the record$or example, it was reported thak fi a t ted tazdt the bathroom on

f 1 rHewewer it appears that a candle was already lit in the bathroom, and theathid than
intentionally starting a fireandpresumably acting out of cesity, lit paper towels in the flame
and attempted to dispose bEm in the trash cam addition it was reported that the child tried

to drown the family catMore exploration would have found that the child and his sibling were
playing with the catThey tried to put the cat in the toilet see whatwould happerwhen the
toilet was flushed

Thereportoffres et t i ng | ed the hospital psychiatri st
and aggressiveo behaviors. The child had not
guardian did not approve the requesid insteadaskedfor the jusification of Tenex over an
antipsychotic. As previously mentioned, evidemsaststo supporithe efficacy of antipsychotics

in treating aggression (Patel, 2013) so this may be the reasaorthéting psychiatrist asked

the hospital psychiatrist to consider an antipsychdétgthe case records note, due to the delay

of request and approvals for medicatianh e chi |l dé6s symptoms | mprove:
longer considered necessdry the time an approved medicationsaselectedThe consulting

psychiatrist indicatethatEli was high risk andequestedCFS Clinicabs 1 nvol vement

It is unclear what effect EIli 6s abuse, Itat suc
is well understoodhat children with aistory of such stresses as abuse, neglect, or abandonment

may present with a variety of symptoms, even wihey are no longer exposed to direct threat
(Stirling, 2008). Ther ef or e,andtreatedndhle cohtekxbof b e h a
his history of victimization Thec h i | dpitadizatiorodischarge diagnasef Mood Disorder

and PTSDprovide further evidence to support this poifihese diagnosedo not indicate a

disregard for social norms and the rights of others as a diagabdissruptive Behavior
Disorder,which includesODD and Conduct Disordesyo u | d . As sutcthbcghidi t 6s p
could have benefited from less intensive forms of therapy and counseling rather than psychiatric
hospitlization.He received both therapies duriagd after his hospitalization, which eventually

resulted in successful control of his behaviors, improved performance in schoahsamtef

any further difficulties.

Hunter

Hunterfirst entered the DCFS systeat less than one month of aged was aditted for his

only hospitalizatiorwhen he wasour years old Throughout his carédne maintained a diagnosis

of ADHD and Bipolar Disorder. The case record reports behaviors consistent with an ADHD
diagnosishut not necessarilgehaviors that suppoatBipolar label. Hunterhada reported family
history of mental illness: his mother wadiagnosed withboth Bipolar Disorder and
Schizophreniaand she wasprescribed several medicatiots treatof both conditions.The
accuracy of a Bipolar Disordeliagnosisis uncertaingivenH u n t ywung ageThe American
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Academy of Child & Adolescent Psychiatry released practice parameters for the approach to
such conditions irchildren. Of note A Pr eschool chil dren who pr ese
concerns must be Hully assessed for other contributing factors, including developmental
disorders, psychosocial stressors, paohiitl relationship conflicts, and temperamental
difficultieso (McClellan, 2007. Some ofthesecontributing factors would have played a part

Hunter becoming a DCFS wardt is unclear to what exterite was evaluated beforiee was

diagnosed with Bipolar Disorder.

SASSevaluatedHunterat least twice beforapproving him for hospitalization in & 2010.He
was deflected from hospitalizatidmoth times SASS was callethe first timefollowing episodes

of increased aggression, violence to himself and others, and other actions of defiance and
apparent loss of control, as listed in his clinical case files. It was determinddutitatr was of

no imminent danger to himself or others. At the time of the second SASS evaliletioras
advised to keep a previously scheduled appointment with his psychtattete placene week
later. At the timehis psychiatrist submitted a request for approvalieptal, but the conglting
psychiatrist denied the request and recommended LitHDepakote, or Tegretdhpprovedto
treat adult and pediatriseizure disorderwith off-label use foradult Bipolar Disorderand
pediatric migraines The psychiatristlid not feel comfortable administering these medications
on an outpatient basis, and requested lthatter be admitted.The child was hospitalized and
prescribed Depakote.

Hunterremained in the hospital 26 days. It appears thatadministration and maaring of

medication washe reason for his hospitalization, but he was placed on a psychiatric unit rather

than a medical flooif the reason for hospitalization was for medication therapy, monitoring the

child and his behaviors throughout his initiaddncation treatment, it seems plausible thanter

could have been managed in a standard;psychiatric, child e n6s hospi t al sett
2014; Case, 2007; Leon, 2007; Glick, 2002iven the stress of the inpatient setting in general,

and the vulerability of such a younghild, the environment of a ngrsychiatric setting would

be abetterc hoi c e. Both the chil cdgsamdiy dimcalagcardsc h os
contain information that suggests he may not have required psychiatrftdliaation. The

foster parentsicknowledge that the behavidrsdisplayedon multiple visitswereeitherbeyond

his control, such aswetting himself or it ypi doaryearmltl.0 Hisrprpgressia after

discharge also suppottseidea that a psychtric hospitalization may have been inappropriate.

In October 2011JUCP received anotherequest for approval of Trileptal. The contact query
notes phone calls to the prescribing physician explaining that there was more data on the safety
ard efficacy of Llithium for children ofH u n t @ye @&nd no data for Trileptal. The prescribing
physician reported that thegcommendedrileptal because blood drawserevery difficult for
five-yearold Hunter and the foster parenand they wanted to go with the leastvasive
treatment to increase complian¢téunterhad trials of Risperdal and Seroquel in the péke
consultant approved Trileptapon receipt of that informatidout cautioned that the child should

be evaluated to see if both Abilify and Trileptal aseded or if polypharmacy can be reduced to
avoid thelong-termside effectsThe @nsultant also advised sodium lewsbnitoling.

Despite inconsistent followp and compliac e wi t h t he c htheltapy®eertme di c al
following two yearsH u n t leehadiars remained stable and manageable, and his foster parents
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completed adoption in March 2012. Prescriptions for Abilify, Trileat a stimulant had been
filled within the six months prior to adoption.

Xander

Xandebs fir st h o s pustt2810,lasted 22 dags, Heiwais aAhogpital in a
neighboring state. SAS8as firstcalled in February 2010, whilee wasstill in the care of his
mother. After coming into care in June 2010, he was plated shelter.Shelter staff called
SASS for his aggressive behaviors, leading to his first hospitalizatidime UCP database
contains requests for approvalRisperdal Cloniding andTenex. Prior tdiis hospitalizationjn
August201Q UCPreceived a reque$br approval ofClonidine with a diagnosi®f ADHD. The
consulting psychiatrist asked whige child was only getting Clonidin@ith a diagnosis of
ADHD. According to theUCP database, a doctor whieeatedXanderbefore he had become a
ward had donemultiple trials of stimulantsand foundparadoxica effects. Clonidine was
approved for seven days. OnZander was hospitalized,hie hospital psychatrist requested
approval forRitalin; the consulting psychiatrist informed the requestagprelious paradoxical
response.The hospital psychiatrist also geestedRisperdal, notingthat thaigh hesitant to
request an argsychotic, it was a matter of safeliyanderhad become so aggressive that he
pulled out the hair of shelter staff. The psychiatrist felt that poor parenting and poor nutrition
played a largerole in Xandebs pr esent at i o neveatualtydotwellawith @ae cou
structured and consistent environment, but needed acute stabilizatio.efee was added
toward the end oX a n d kospitadization, noting that it was a better choice than autdimh for
treatingthe ADHD because of past response.

Patel et al. (2013) discuss available pharmacologic therapies for treatment of padatic

with associated aggressio@onsidering the use of Tenex for treatment of ADHD in children,

they note that i has proven useful fareducing hyperactivity, increasing frustration tolerance,

and decreasing irritability (Patel, 2013jowever, researchers alsotedfii nci dent s of
death in children who were taking fflex with a stimulant medication ( P a13)ePhtel et Al

(2013) also discusthe efficacy of atypical antipsychotics such as Rispaxl&ieataggression

and find that thilass of drugs in fact shows great efficacy, are often prescribed with stimulants

in order to treat aggressive behavjard have even been shown to reduce disruptive behaviors
independent of concurrent stimulant use (Patel, 2013).

Xanderwas psychiatrically hospitalizédur additional timesRecordsfrom the hospitalizations,
SASS and UCPcontain some discrepancies. rihg the second hospitalizatipafter reported
combative and aggressive behaviggnderwas givena diagnosis of Conduct Disordand
prescribedlTenexand Trazodone. The meditans are documented in th&CP datdbasebut the
diagnosis listed at thaime is not Conduct Disordeiif is ODD. While Disrugive Behavior
Disorder NOScan be considered an overall category classification that includes both Conduct
Disorder and ODD, Conduct Disorder is a more extreme diagnosis that typically includes the
violation of social norms and basic rights of others.

During X a n d ¢hirdd Isospitalization, he received prescriptions for Focalin, Zyprexa, and
Benadry] which was eventually discontinued. The SASS case sumntanptllist his diagnoses
at thetime, but accordig to theUCP data, his updated diagnoses included Mood Disorder NOS,
and ADHD NOS. Additionally, there is a note in thCP datdbaseat the beginning of the
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hospitalization that medications he was previously taking, Abilify and Tewnawld be
discontinuednce hebegantaking Zyprexa. It was also noted that Zyprexa is associated with an
adverse effect of metabolic syndrome, and therefore markers of such side effects should be
monitored closely.

On the same day thatanderwas discharged from his third lmp&lization, he was readmitted

after reportedly expressing suicidal ideations and displaying aggressive and violent behaviors.
Case summaries report that he was placed on Zyprexa and &gagxduring ths fourth

hospital stay. TheUCP datdase notad the consul ti ng psychfutherr i st 6s
i nformation. A b r idehe use of rTenexdfer ADH® tsymptoms énddhae t e
explanation that Zyprexa was placed on hold at the time of admission, with a plan to resume use

at bedtime.

T h e c hekt haspitalizatiron began only two dagier his fourth discharge He reportedly

displayed violent behaviors both at school and at hdimehr eat eni ng to kil |l h
him with a toy.o Additional |I-fjooditand suichashahdlkd wa s
shaving cream, and crayons. The child was rep

case manager, but he was able to calm himself enough to go outside and ride his bike during the
visit. By the time Emergency Medical Services\(§) arrived at the foster home to retrieve the
child, he was asleep in bed and had toalakenedor trarsport. TheUCP data regarding this
hospitalization indicates it was reported the
violent, aggressi, agitated, and accompanied by mood swings. Diagnoses idcADED,

Conduct Dsorder and Mood Disorder. There is mention of ineffective responses to both Abilify
and Zyprexa and the subsequent discontinuation of both medications. The consultingrpychiat
notes the need for behavior modification treatment. There is a request for a new prescription for
Risperdal, which was approved with instructions to monitor markers and any changes indicative
of metabolic syndrome. The Risperdal was discontinued gldhie hospitalization and he was
discharged on no medication. A request for Tewas receivedhe dayafter discharge and was
subsequentlapproved.

While there is only one incident of reportednsumptiorof nonfood items, it couldndicatean

underlying disorder with possible neurologic, psychiatric, dahavioral effects, such as pica.

Results of basic blood work and l&stsfrom this hospitalization are all within normal limits,
effectively ruling out any such condition, but there is no mentiorspgcific intention to
investigate the possibility. There also appe
reported behaviors at home and in the hospitasing questionsbout thethoroughness of
evaluationthat resultedn X a n d bospitadzation. It seems plausible that a child who is calm

enough to be sleeping or safely riding a bicycle might not be in an unstable emotional state
requiring immediate hospitalization.

There was a supplementary nétem X a n d geatihg psychiatrisin the case summaryhat

statesfef forts were made to adjust medications (
Ritalin and Clonidine); however, as usual with patients that are in the custody of the State of
lllinois consent to change medicationsswa@enied and recommendations to increase Zyprexa

was received instead. This is not the appropriate treatfoethis patient at this time per my

opinion therefore arrangements were made for patient to be discharged back to his custodians
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(the state of lihois) with instructions for them to seek treatmentdsey see fit. o0 The
did not include further explanatiorgarding whythey feltsuch treatment was inappropriate.

Greta

Gretaentered the DCFS system at 44 months of age. Similar to ctiidren included in this
investigation she was brought up ia chaotic environmergarly in life In additionto a family

with history of mental illness, she is at an increased risk of demglgsychiatric issues herself;

Gr e tnmotbes has past diagses including Bipolar Affective Disorder and Depression, has
been involved in episodes of domestic violence, and has an extensive history of substance use
consisting of marijuard, LSD, cocaine, prescription papills, and methGretawas diagnosed

with ADHD upon her entry intocare. Rported behaviors included heong tantrums that
required restraint to prevent her from hurting herself, aggression towards foster family and peers
at preschool, hurting the family paind seHinjury.

In December 20092 f ew months prior to the <childos
submitted by theTheta Community Mental Health Providéacilities for both Ritalin and
Risperdal. The DCFS consulting psychiatrishiée the request for Risperdal and recommended
Ritalin with an evaluation othe effects before considering an patichotic medication. In

March 2010 Theta Community Mental Health Provideubmitted a second requekir
Risperdal, noting that they were considering discontinuation of Ritalin. The requeas
approved.The consulting psychiatrisadditionally made strong recommendations for parent
education of the foster parents. Six months Jateh e ¢ hi | d 6sought approvhlifoat r i s
Concertaan extended releasermulation of the stimulant used Ritalin, as well as a renewal

of Risperdal. Both requests were approved by the consulting psychiatrist. At the time the request
was submitted, it was noted that the child had already begun taking Concerta. The child was back
in her mothed sare, thoughhte Degartment retained guardianship, and fhality mistakenly
believed the mother could consent to the medication. The caseworker informed the facility that
consent from the DCFS Guardian v&id needed.

Greta® s clinical c as e ¢nr mceigedseveral radditiona tmedscationsh a t
throughout her six hospitalizatioms approximately three yearsler dagnoses included ADHD,
Mood DisorderODD, RAD, and Bipolar Disorder. Thprescribedmedications are approptéa

for the respective diagnosdey example Ritalin for ADHD, Risperdal for Mood Disorder, and
Lithium for Bipolar DisorderGretabeganher fourth hospitalizatiom September 2010Reasons

for admission included severe hyperactivity, impulsive behavior, and increased aggression,
resuting in diagnose®f ADHD and ODD at the time of discharge. The only prescription listed
for her care at that time was Tenékenexcould be justifiably used for both disorders, but is
typically more effective for combined therapy in the extended releasg intuniv (Findling,
2014). Gretaeventually responded well to structuand normedication treatment. Despitiee
appropriateness of theedications foher diagnosg they did notremedy thechaosof Greta s
early life.

*8 Mother reported usef marijuana as sethedicating for her depression.
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Brooke

Brookeentered the DCFSystem ab5 monthold and was first hospitalizedithin four months

She was admitted with a diagi® of Impulse Control Disordeafter displaying defiant and
aggressive behaviors in her foster home, aggressive and homicidal gestures towardsdeer siblin
and alleged hallucinations i n whi c Diagsoseme on e
throughout her canacludedADHD, ODD, Impulse Control Disorder, and RAD.

In addition to her psychiatric diagnossbkgwas also born with a congenital conditiomokvn as

Leopard Syndrome. This is a genetic disorder that can cause a number ofidefbittthood,
including ALentigines, ECG conduction abnor ma
abnormal genitalia, retardation of growth, and sensorinebla f ness ( Tartagl i a,
unclear which manifestatiorBrooke experiencedbut the disorder provided an additional level

of difficulty to finding appropriatenedicatiors to treather psychatric conditions.Stimulant
medications,which would typcally be firstline therapy for a number of the aforementioned
conditions,mustbe avoidedor childrenwith Leopard Syndromeéue tocardiac vulnerability

This is noted in th&JCP databaseasthe consulting psychiatrist asedrcardiology clearance
anddiscussedhe use of an extended release-adtienergic with titrating for safety.

Further examination intBrooked s ¢ a s e r e wekhardificulties Gann beconaectgdo
the stressful situations heraretakersreated B r o o ki@ofyisal motherexposedher and her

siblings to a number of absi ve and negl ectf ul behaviora and o n s
social interactions. She was removed from the homéoat years old following several
i nvestigations i nt o t hacemithttherapy $esices, passessibncand f a i

use of meth, and court mandated reengagement into personal therapy sBromesand other
siblingsalsoreported episodes skxual abuse by their mother, including inappropriate touching
andaccompanying thenother to hotel rooms and witnessing her engaging in sexual activity.

As early as June 201after Brooke had been placed into foster care, a clinician evaludiérg

for reported incidents of inappropriate language, sexualized behaviors, and recuciéal sod

homi ci dal statement s -unigldneeds rdlatecto chaoticheaviroarhentl d 6 s
wi t h her bi ol ogi cal mot her . 0O She waMixeddi agno
Disturbance oEmotionsand nductand referred for weekly sess®owof both individual and

family counselingBrookewas hospitalized within a month of that evaluation.

B r o o keltéves foster home placement was problematic as M. initial hospitalization

began after the foster mother reported violent behaviots reomicidal ideations toward
Brooke s younger sister. The evalBraddtesgpe 83 hAeES c | i
sister to be dead, as wel | as the report of f
her body. 0 One gnto her telatigeffdsterrhome,enherwldem brother was also
psychiatrically hospitalized. The foster mother reported that after beginning kindergarten in the

fall of 2011, Brooke continued to have behavior difficulties at school, the school did not

corrdbor ate these reports. Additionall vy, the esc
her second hospitalizatiaarose wherthe foster motheranout of Br o o medigation andlid

not maintainthe treatment regimen. During the hospitalizatgtdf determined the foster home

could not provide the necessary suppBrooke required. Despiteher reported hmicidal

ideatonsand Ahall ucinationso about Tiny, the onl"
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each of the hospitalizations were Impulsen€al Disorder ODD, and ADHD. Oncd3rookewas
placed in a stable environmerthree placements latereceivedconsistent therapy services,
transitioned to a new school, enrolled in new extracurricular activities including swimming and
tumbling, and stepaere taken to terminatee r b i o | o0 gvisitaioh andngareriaérighiss
Brookedid very well and only required a single medicationtha duration of her treatment.

Liam

Liam entered the DCFS system&& months of agegndhis first hospitaliation occurredwithin
three months His biological mother had a total of 12 children, aseven separate DCP
investigations were openeaer thespan of just one calendar ydaeforeLiam was placed in
foster care in December 201Given the large size ol i a rhdusehold, he was at risk of
exposure to a chaotic environmenhe investigationsincovered evidence e children living
in squalorphysical and sexual abuse within the faalgd family history of mental illness.

At the time ofLiamd s i hospitalizatibn, he had already been recommendedrdoma
focusedtherapy. According tdhe UCP datdase during the first week of hospitalization in
March 2012 Liam had been referred faraumafocusedtherapy but it had not yet begun. The
therapy serices did not begin until five months afteis discharge.

The chil dds reported behavioral symptoms befo
toward siblings and foster mother, suicidal threats, attempt to jump out of a moving vehicle, and
audt or vy hallucinations. 0 A tiano degaribed thet auditonyo s pi t

hall ucinations as fia devi l Ssi t s Thedescnpyionsfh oul de
devil sitting on his shoulder sharesrasemblance with an image commonges in cartoon

shows in which an angel and a devil@itopposite shouldeemdtryt o i nf |l uence t he
actions. Whil e it I's uncl ear Liamows nduicahg ntolsii s

treatment plan, the fact that it is mentioned aneélkdba hallucinatiorappears to indicate that it
was given some level of consideration as a true repiesan of a psychiatric issuelowever,
neither theclinical case files nor th&JCP datdaselist auditory hallucinations as a symptom
requiring treatrant.

Liam was hospitalized for 52 days. He was initially prescribed Ritalin but it smatchedto

Tenex when he reacted to the stimulant with increased aggression. He was given emergency
doses of Thorazine for rage and aggressidoe while in the hospal.>® Liam eventually began
participating in treatment. He remained on the one medication, Tenex, and was successfully
maintained ormenexalore throughout his wardship.

Medication Mismanagement

As numerous questions remain unanswesgrdingthe effectsof psychotropic medicatioon
children, the use of these medications requires strict monitoring and adherence to prescription
instructions and guidelines. Most psychotropic medications function by influencing the activity
of neurotransmitter pathway®y either blocking or promoting the production of specific
neurotransmitters, behaviors correlated to the affected neurotransmitter can be amplified or

%9 psychiatrically hospitalized DCFS wards are not allowed to have standing PRN (as needed) medication
prescriptions. Instead hospital staff is expected to notify the DCFS Guardian of use of emergkcatane
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decreased/Si nce some | evel of fimemoryo exists, in t
amplification and proceed to function at the modified level, any further changes must be made
gradually so as not to cause awden disruptioand subsequent behavioral issues.

OIG Investigators found instances tfe caretakers involvednismanaging the childne6 s
medicatios. Several episodes occurred in which the adult in charge of dispeasingi | d 6 s
medcation misse@ dosedid not refill a prescriptionprovidedadditional doses, atecidedthat

the child no longer needdthe prescribed medication and pped administration altogether.
Available evidence describes the adverse effects of medicatismanagement in adults
(Zipusky, 2014; Cerovecki, 2013; Moncrieff, 2013; Kisicki, 2007; Spencer, 200¢an be
inferred that similar effects should be coms&tl when using similar medicationa children

Three children specifically demonstratie shortcomings of medication mismanagement.

As previously noted in the analysis dhsol s case, an epi sode occuU
grandmother called SASS complaigiabout his behavior, but indicated she provided him with

an extra dose of his clonidine, which relieved his symptoms before they could arrive to evaluate

him. While the extra dose of medication may in fact hagkevedt he chi | ddés beh
difficulties, it shoul d not be dispensed on an fAas ne

Clonidine is a centralbacting, alph& adrenergic agonist medication originally approved for the
treatment of hypertension (elevated blood pressiirey.also approved for treatment of ADHD

and Touette syndromein children though themechanism of actions unknown. Dosing
instructions for this medication aspecific andbasedon t he pat inerdettdédaoidwei ght
adverse effects from overdosingonsidering the mech&m of action involved, ral its direct
correlation to cardiac activity, it is no surprise that the serious adverse reactions associated with
clonidine use include cardiac related issues, such as severe hypotension (abnormally low blood
pressure), syncope (passing out), bradycagtdimer than normal heart rate), AV block (cardiac
conduction difficulty), and even death (Spiller, 2018pt only are there dangers in overdosing
onthis medication, but abrupt cessation of Clonidine can also cause severe side effects, including
variouswithdrawal sympdms andrebounding of hypertension symptoms tgraaterseverity

than what was initially being treated.

Given the dangers of both overdose and withdraWdbnidine use should bemonitored
carefuly, especially in childrenFortunately,Jason did not experience any dangerous effects
from the additional dose he was givdinhis behaviors were out of control, and amditional
medication was necessary, thadgcisionwould have beemmore appropriate for a medical
professional with the abilitand knowledge to monitor and treat adverse effects.

Aidenreceived pharmacologic therapy that included such medications as Ritalin, Tenex, Intuniv
ER, Adderall, Clonidine, and Risperdal, all with extensive possible adverse eféuts.
specifically, wth the exception of Ritalin, all of these medications can have significant
withdrawal symptomsHowever, as noted in his clinical case files, in the fall of 2@i8end s
foster parents did not follow his prescribed medication regimen and the child wentdeks
without any medicationsThis abrupt discontinuation of medications put the child at great risk
for severe withdrawal symptoms, most commonly presenting as a worsening of the initial
symptoms being treated (Calarge, 2014; Faraone, 2013; Fein, B@jferald, 2013; Ruggiero,
2012; Rabin, 2010; Cox, 2008; McGough, 2006).
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Perryis the third childwho experiencedibrupt discontinuations diis medication regimens.
Perps f oster mot her i radterhisdinstthaspital tlischaigesd heneasl i c at i ¢
required to undergo additional lab tests before his prescriptions could be safely renewed.

These three examples display the need for more oversight and insturtpooper medication

usagdor the caretakers involvedith this special group dbster childrenFoster parents should

be offered support and educatitihat emphasizeshe importance of consistent monitorjng

proper dosing, and dangerous effeofsthe medicationsSince various medications used
psychotropic therapy can be dangerdfuused incorrectly, it is of paramount importance that the
caretakers involved ih h e s e ¢ h i-beidg aeema@ds aware of lthe importance thiese
medication8proper useMedical professionals involvedac hi | dés care shoul d &
tomake any changesé&c hi | d 6 s me d|irclading roedicatioa discamtenumation

Polypharmacy Risks

Use of psychotropic medication has steadily increased over the past 10 years (Olfson, 2002).
Treatment options are in a constant state of damse by changing drug formulatits, dosing
practices, and cost&Vhile thiscanresult in increased regulation and monitoring, that is not
always the case (Olfson, 200Polypharmacydescribes variations of drug treatment regimens.

It often encompasses sutErtminology asopharmacy(the pharmacologic treatment of different
disorders with two or more medicationspmbined pharmacotheragthe use of more than one
medication to treat one disorder), acahcomitant pharmacotheragyhe use of two or more
mediations for either the same or different psychiatric symptoms or disorders) (Zonfrillo, 2005).
Along with overall increases in medication usage, polypharmasyalso shown a consistent rise
(Comer, 2010; Zonfrillo, 2005; Vitiello, 2004; Zito, 2003; Saf2g03). This raises concerns
about multiple medication regimens, including appropriateness of indications, monitoring of
safety profiles and adverse effects, follaw care, discontinuation of certain medications; off
label uses of medications and combioasi, and longerm effects of treatment regimens.

An initial examination of the list of medications these 32 childraet beemprescribedevealed a
variation among quantity of prescriptions, drug classes used symptoms and diagnoses
warranting the prescriptions. These children receivedone to fourmedications at once, not

i ncluding i nst aaldnidsgation(Pro i@ asa, RRA)eod emergency dosing of
additional drugs.The number ofprescribedmedicationsis a concern.Studiesshow that in
several cases of psychiatric therapfe risks of drug interactionand general dangers of
polypharmacyoutweigh the benefits of such combinations (Vitiello, 2008hile this is a
general statement dmeatment, it reveals a nee¢d review the necessityfaertain treatment
options. There should be a discussion of the consideratressltingin the treatment plan.
Without question, therare cases in which multidrug regimens are appropriate and necessary.
Some of the cases this investigation may in fadit into that category, but the decision should
considerthechis envi ronment and devel opment as well

Examination of theseases revealed limited discussiontaking cautionto decreaseadverse
effects from thenvolved medications A basic examinan of the various drug combinations
prescribed to several of the patients in thmwestigation did not reveal any absolute
contraindications or lifehreatening adverse effects (epocrates.com). Theralsoeno strict
guidelines prohibiting any of thembinationgrescribed tdhe childrenin this report However,
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cautionary warningslo exist for numerous combinations, advising either consideratf other
medication optionsor monitoring for specific adverse effectEhe consulting psychiatrists
occasonaly raisedquestionsXandeb s s thes anly one in thigwvestigationin which a clear
warning waspresented egar di ng t he ndewlspedpussiblybebagssof Hisy 0 h e
antipsychoticprescriptions |t is difficult to determinewhetherthe development ofan adverse
effect is the result of a polypharmagyhenomenoror simply the direct result of a specific
medication which highlights theneed for screening and review practitefacilitate monitoring.
Several studies speak por e s ¢ tendeneiegsward numerous multidrug regimeasd the
commonplace lack of monitorintpat goesalong with them. While the amount p$ychotropic
medications beingrescribed tachildrenis increasing, the screening and evaluation processes
have not displagd a parallegrowthtrend (Vitiello, 2009).

Whenseveral different clinicianareinvolved in thes e ¢ h icérel vagatiodssin management
protocolscan happenWhile this is expected, such variatiostsouldremain wthin standard of

care, or at leaswithin clinically justifiable constraints. The majority of the cabesedisplay

some level of treatment strategies based on reports of behavior from a single source, often a
stressed foster parent. It is not the intention of thisestigationto criticize any medical
treatment strategiesr to condemn the efforts of any clinicians involved in the care eféh

young children The intention is to notthe benefitsof an additional level of consideratidar
environment and developmentreatment monitorig for this age group,and the unique
circumstances of their hospitalizationsweerds of the State of lllinois.

Appropriate monitoring throughout the treatment ptiten makes followup care easier to
facilitate. Given the risks of psychotropic medicatimgimens, monitoring is even more
important. After review of these32 case files, investigators found at least two instances of
eventualmedicationdiscontinuatiorwithout the necessityto resumedreatment. It is possible that
the children who displayed a&esolution of symptoms following discontinuation dfeir
medication were successfylireated with the drug regime®n the other hand, these cases do
cause one to consider whether or not the drug regimens were required in the first place.

Zito et al. (D08) found thabver 40% of the timechildren in foster care settings undergoing
psychiatric treatment received at least three medica@nsnce In a separate study, they
described a trendf increased use of multiple psychiatric drug classasng Mectaid-insured
children agedwo to fouryears old(Zito, 2007). While no direct causal relationship has been
displayed indicating that childrewho arein the foster care system @rho haveMedicaid
coverage are automatically predetermined to receive areased or excessive number of
prescriptions, the trend is undeniable (Burcu, 2014; Kreider, 2014; Matone, 2012; Constantine,
2010; Essock, 2009; Zito, 2007; Martin, 2003; Patel, 208@)ilarly, while these studies do not
indicate a lower standard of earthey are indicativéhat anextra level of consideratiors
required forthis population By maintaining consigit, thorough documentation of treatment
activity andestablished justification for strategies outside the typical standard of care,bewill
possible to avoid future speculation of appropriate care for such a unique patient population.

Thorough documentation and appropriate justification of treatment strategeeth&methat
continues throughout the discussion of the three colWiithin the area of pediatric psychiatric
therapy, in which there exists a paucity of medication studieghiiage group, offabel
prescription therapies are fairly common (Jureidini, 2013; Penfold, 2013; Naylor, 2007).
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Documentation and proper monitoring agrgmountevenwhen dosing guidelines do exist for
medicationsthat arecommonly used, but not initially intendethr psychiatric therapyFor
example, Clonidine is a central acting alpha agonist, originally approviedat hypertension.
Since 1985, itaise has expanded to treatment of ADHD and Tourette syndromeésdong-

acting formulationhas recently received Food and Drug AdministratioDA} approval for
those uses(Nguyen, 2014).Pediatric dosing guidelines exist fa€l oni di ne 6 s addi
indications, but anecdotal evidence reveals its increasing use as a slegglidren(Nguyen,
2014). Within ourinvestigation Clonidine was used for both ADHD and sleep assistance
therapy. In both uses better documentation and justification for use tb&t medication
specifically would allow improved monitoring and assessment. Furthermore, Clonidine is simply
one drug on a long list of medications worthy of further reviBwaumber of antipsychotic
medicationswere used in several cases for-latbel therapieswithout any specific FDA
approved pediatric dogy regimes. This supports the need for standardized protocols of
documentation and review of treatment strategies for this population.

Thelong-term effects of psychotropic medication regimans aotherimportant consideration
The naive stages of brain and neurolodevelopment in this age group causmcernabout
what effect pharmacologic therapy will havévost of the medications under consideration
generate therapeutic effects via influenege reeurotransmitter production and releaStudies
have not yet determined whethemodification of neurotransmitter activity in the developing
brain resultsn future changesZonfrillo et al. (2005conducted a review of studies lmmg-term
psychotropianedicationeffects in children, antbund thatresearch was scarcguch research is
inherently difficult due to amability to develop necessary study parameteesearcheraould
first need to find adults with a history of psychiatric treatmentclagdren and conduct a
retrospective review fothe patiers dnedical records to includanalysis of medication and
therapy regimens, adverse effects, and additional confounding faCtaarges in madation
formulations anddevelopmentof newer medications fther complicate matters, asurrent
treatment regimens do not necessarily mirror those from even a decadieaalgogterm study
wereconductedo investigate the effects of various typdgpsychotropic medications goung
children 10 to 20 years ofnonitoring would be necessaryto generate definitive results.
Ultimately, this serves to reiterate the wealth of unknowns that still exist regarding the treatment
strategies under consideratiandthe efforts that would be necessary to answer thokeovns

The examination into this specific population raises questadmitthe appropriateness of
psychotropic treatmenfor children A clear protocol of review and justification should be
followed into ensure proper carespeciallyin casesnvolving poaypharmacy.While multidrug
regimers aresometimes warrantea)ear documentation df h e p r etlsoaghtiploeaesséss
and reasoninghat resultedn the chosen treatment plan should be demonstrated for each and
every caseThe majority of the cases indad in thisinvestigationdisplay a severe lack siich
discussion and therefore raise concalpoutthe suitability of the given drug regimemsnother
shortcoming n t hes e cihthellagdk oédiséussiorcamd neonitoring of adverse effects.
Without proper discussion and notation of consideration of adverse effects, it is impkssiule
that clinicians monitored possible developments accordinglithout clear documentationt
becomes difficult to determine the definitive source of said eveatdverse effects do develop

in the setting of multidrug treatment®ur investigation of these 32 cases also sheds ligtiieon
lack of research dbng-term psychotropic medication treatmdot children. While both FDA
approved and anecdotally based timent regimens may serve as effective therapies for the
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various conditions encounteredt, remains a risky undertakingvhen the influence of
pharmacologic interventiornduture neurologic developmeistunknown

TRANSITIONS

Rubin et al. (2004) found thathildren who experiencedmore placementchangs also
experiencedanore hospital visitsthat 75% of the hospital visits occurring wittithreeweeks of
a placement change occurred after, rather than befoesghange.This suggesta temporal
relationshipin which placement change precedasd may contribute f@ttachment distress and
increased aggressive behavior, which will likely result in hospitalization.

In this investigation 25 of the 32 children(78%) had at least one placem transition. Two

children experiencedeven placement transitiomsach the mostin this investigation. One of

these childrenAiden from Cohort One experienced four failed placement®ih traditional and

relative) before a failed return home asdeventual return to fost care.The child had been

removed from his third placement after the foster mother was indicated for dtise. three

weeks ofhis returnto foster careAiden was hospitalized for the first tim&he other child with

seven placement transitiorfSiona from Cohort Three had also experiencedhiled traditional

and relative placementSion® s second hospi t adamoattadfplacemeniac cur r e
her fourth foster homwithin a 17-month period (Seegraphicson next pagdor transitions of

Aiden andFiong.
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Placement Transitions Related to Child Abuse and Neglect

Elevenof the 25 children(44%) who experienceglacement disruptionsere moved due to
allegations of abuse and neglect in their foster hdrhe.foster care agency removedr-year

old Perry(Cohort Two)and histwo-yearold sister after the foster parents reported being unable
to handlePerrnd s escal at iDarigg ab afteraoon lmomes visit, the case manager
determined that the foster mother had been drinking alcohol imitidted a licensing
investigation.The licensing worker substantiated licensing violations andvetiothe foster
parents to close ansurrender their licens&he children were placed in a second hoanel
remainedtherefor two monthsbeforethe fosterparents requested their removal citifgrryd s
continued behavior problemmk January 2013he children were placed in a third foster home
wherePerryand his sister disclosed physical and sexual abuse in their original fosterTiame.
former foster peents denied the allegations and the Department indicated an unknown
perpetrator for sexual abuse Bernd s s Foartmenths later, the Department initiated a
second investigation against the same foster parentsPafterreported his former fosteather
knocked him down and rubbed his perlibe former foster father denied the allegatiohise
DCP investigator unfounded the investigation noffegrydid not discloseeliableinformation

that rose to the level of abuderryhad a third hospitalizeon nine months after removal from
his original foster homegfterhe madestatements that he wanted to Kill his former foster parents
with a knife and wanted to cuiff their faces.Throughout his hospitalizatiorPerry made
statements about wanting tdl lkis former foster parentsa specialized placement could not be
locatedWhen Perrywas ready for dischargep heremainedin the shelter for 75 daymitil a
new specialized placemehis fourth placement, was identified.

PSYCHIATRIC CASE WORKEI! pPLACEMENT CHANGI

HOSPITALIZATIONMN ASSIGNED
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CRITICAL ANCILLARY SERVICES

Although admission to a psychiatric inpatient unit may be necessary to manage risks when
communities do not have viable alternatives, Marsenich (2002) found no evidence supporting the
view that hospitalization led to lortgrm, positive outcome®lativeto other care options. We

need to increase intensity or quality of services and placements in the comtounityge the

gap This includes nurturing greater collaboratlmtweerhospitals, foster parents, child welfare
staff, and community mental healpinoviders before, during, and after hospitalization to assure
that we provide foster children with the best community care in a timely fashion.

Occupational Therapy and Sensory Integration Services

Traumaticexperiencesn early childhoodcan lead to diruptions in neurological development.

For instance children begin learningelfregulation as early as the first year of Ige the
Aconsi stency and pr e dheavily afluented t g hiolf d @ h esccaac egs
regulation(Duncan P., ldgan J., Shaw J., 2008, p. 46). Occupational Therapy theories also posit

t hat , Ai nfant s rmemotiona disnaershecawse agnitive (undarstanding of
social interaction) or psychological functions are limited or because environmentahruisst
(e. g., mat er nal depressi on o r-Smithh 2003d p. 8%l s e ) I

Therapies and supports that target these skill deficit areas can ingpriove | dsocelnadds
behavioral outcomes.

What is often lacking from traditional ttepy and educational supports, however, is intervention
targeted for sensory disorders that arise from early sensory deprivation and stresshilMegry

who have experienced severe childhood trauma or neglect have recognized developmental and
learning dsabilities. Baranek (2002) argues that in addition to these difficulties, it is likely that
these children also suffer from Sensory Modu
comorbid SMD, o6 for this popul at i oaqtedbyiMiller est i n
L., Coll J., Schoen S., 2007, p. 229). According to Dunn (2007), children or adultsowih

risk for, me nt al il l ness may, Arespond to sensory
per f or man c encluihggbehawors fike sirams, withdrawal or aggression (as cited in
Arbesman, M., Bazyk, S., 2013, p. 130). Occupational therapists have unique knowledge and
intervention techniques that can target sensory processing disorders that affect social, emotional

and physical functionfArbesman, M., Bazyk, S., 2013, p. 130). Early intervention should
therefore include Occupational Therapy services for youth atofigkevelopingproblematic

behaviors in order to treat difficult behavi@sd prevent placemedisruptions.

Research hademonstrated that Occupational early intervention services for infants and families
can i mprove <cognitive and motor out comes i n
problem solving, feeding, dressing and other-se#f r e 0 -Snitk, 2818, p. 380)Unique,
touchbased interventionseducebehavioral difficulties, increase dask behavior, and decrease
aggressive behavior in young children (G&seith, 2013, p. 397). These interventions can
include parents in order to increase the md@hand fatkrés ability to provide necessary social

and emotional support for the child and to reinforce the new skills the child is learning (Case
Smith, 2013, p. 401). In addition to toubhsed interventions, sensory programs also aim to

assist the child in all eironments including the school. Creating a structured, predicable routine
that 1 nvol ves, Afsensory strategies to regul at
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sensation throughout the dayo0 c anoteaapfdropriate at e d
behavior (Davies, P., Koenig, K. P., Schaaf, R., Watling, R., 2011, p. 36).

Twelve children(36%) were noted to have difficulties with sensory integration and/or received
occupational service$he majority of the children received occupatl services as part of their
individualized education plan through the local school dist@ce autistic child and one child

with a pervasive developmental disorder received occupational therapies outside the classroom.
Three children had recommendauts for services or evaluations, but never received occupational
services.Fouryearold Gretareceived a remmmendation for an occupational asénsory
evaluation to address her inattention, impulsiatyd sensory issuetie case recordontainsno
indication she received the evaluatioBretadid receive special education services because of
her behaviorsCaseyreceived a recommendation for ocatipnal therapy buservices had not
begun at the time of his hospitalizatiode attended a pr&indergaren programafter his
dischargeand no longer required occupational servi¢ésnareceived an evaluation where the
psychologist noted that her emotional dysregulation was more likely related to her diagnosis of
Fetal Alcohol Syndrome and sensory integnatidifficulties than her diagnosis of -Biolar
Disorder. The psychologish secommendations included occupational theraBgview of

Fion@d s cas e r etbabherdspeciat edecatibnesdrvices included occupational therapy
and that she wore a weightegst in the classroom to assist with attenti@here was no
indication that she received any occupational services outside of school or that a referral was
made for supplemental occupational therapy.

System of Care Services

Children placed in either td#tional of relative foster homes are eligible 8#@Cservices if they

are at risk of placement disrupti€hlf a child receives specialized foster care, the DCFS SOC
Administrator can approve services if there is the risk of placement disruft@D. sevices
provide shorterm intervention and supports to children and their caregivers when the child is
experiencing emotional and behavioral problems.

Of the 32 children27 (84%)experiencedt least one placement disruption, batyol5 of the 32
children (47%) everreceived SOC services to assist with stabilization of their foster care
placementSeven of the 15 children who received SOC services remained stable in their foster
placement and achieved permanency, including one child who returned home.

Four-yearold Brycereturned to his relative foster home after hospitalizatitenhad been living

with the same relative for seven monbiegorehis hospitalizationThe agency referreBryce for

SOC services within one montt dischargeHe met with the ©C worker on a weekly basis to

address angerontrol and promotion of social and peer interactionBe SOC case closed in

August 2010 afterne foster parent reported an improvement in his beha®igced s bi ol ogi ¢
father diedin March 2011lafter an acidental overdoseHis mother relapsedt the timeand

never reengaged in service3he foster parent reported an increas®ipced s aggr essi on
fightswith his peerdollowingh i s f at hTberagescy kfereefirylceto SOC services that

included providing the foster parents with support and education regarding trauriia eifiects

80DCFS Procedures 301.66.
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on children.Bryce had weekly SOC services for five montBsyce remained with his relatives,
who obtained subsidized guardianship.

Jason who was placed in relag foster care with his grandparents, received weekly SOC
services prior to his hospitalization to assist his grandparentsJasid s b e hHisS\SOD© r s .
therapist worked with his individual therapist and developed a behavior modification plan for the
grandparents to use in the foster horéer his discharge and returntaisgr andpar ent s 6
Jasorconinued to have behavior problems ahd agency referred him for SOC servieggin

His SOC therapist consulted with an ABA therapist who providednmewndations that
included a music player with headphones and visual cHdresSOC therapist also followed up

with TAP, which designed a play scheduléhe SOC therapist also purchased a membership to

the community recreation center that included an indeamming pool thafasorenjoyed.

Respite

The Department and Private Agencies are responsible for providing respite services to foster
families as prescribed in DCFS Rules and Proced®egew of the case records revealed that
only 11of the 32 childen (34%) received respite services at some point during their foster care
placementFifteen of the 32 children were placed in a foster care home with at least one other
child under the age of five prior to their initial hospitalizatidimere was an oveitvelming

failure to recognize the need to provideresource for childcar® foster parents, who often
cared for children with chignging externalizing behaviars

Review of the case records revealedt tfoster care agencies denied doster family resjie

i

(Maya) or never followed through with recommendations for resptayad s f ost er mo t

requested respite services from tBenega Foster Care Agendyut the agency denied her

requestAt the time of the foster matfdsterrclildrenine qu e st

the home in additi on Fiveoofthelsig chitdemnpete eriear the ageof ¢ h i |

five and the foster father worked fulime, often long hoursSASS deflecte@®rookeprior to her
hospitalization after the foster motheported she made statements about wanting to dithand

she and her older siblings had been sexually actingTbet.SASS therapist planned to provide
weekly services in the foster home and recommended that the agency provide respite services.
There vas no record that the foster parent ever received reSpteveeks laterBrooke was
approved for her first hospitalizatioVhile she would return to her relative placement, she
would go on to a have a second hospitalization related to her behavithrs faster home.
Brookedid not return to the foster home after her second hospitalizétidhe spring of 2013,
afterSea® s f our t h h oRho iFdstarl Care Agenayase ,managerenoted concern
about the traditi on ahdplarnmedttoeexplorp the possibildysof raspite e s s
care.However, the record did not contain any information that the agency ever secured respite
services for the foster parent.
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Foster Family Size at Initial Hospitalization:
Families with Children Age Five and Under*
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# Of Children Age Five and Younger

* Five children were not included in this calculation: three were in destimkfore hospitalization and did not have a
foster family; two belonged to fostéamilies with other children bubhe number of children arttieir ages could not
be confirmed.

Extracurricular Activities

Communitybased activities provide children witipportunities for the development of social
skills and learninglnvolvement in such activities catsoprovide children with access taring
adults, skiltbuilding activities and positive peer interactioriBhe DCFS Clinical conveners who
conducted siffing for all the children after their hospitalization included multiple
recommendations to case managersenroll the children inextracurricular activities. Eleven
children had recommeations for a referral to extarricular activities as part of thdinical
staffing. DCFS clincal conveners noted that extraricular activities would assist the children
with structure, selesteemand social skills andwould alsoprovide academic and behavioral
support.However, only three (27%) of the recommended children had documeatton of
enrollment in an ext@urricular activity in their case recorlive additional children participated
in extracurricular activities while in foster care, totaling eight of the 32 childfdre eight
children participatedni activities such as gymnastics, ballet, sacaad summer camp®ne
chil dés SOC therapist purchased the foster
center that included an indoor swimming pool.
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APPENDIX
Vitamin Supplementation for Fetal Alcohol Exposure

Epidemiological Evidere of Neurobehavioral Effects of Prenatal ETOH Exposure

Bell & Chimata (2015) evaluated the prevalence of neurodevelopmental disorders in
predominately lonincome AfricarRAmer i can psychiatric patients
Family Medicine ClinicUsing active case ascertainment methodology, the authors reviewed 611
psychiatric records of patients who visited the clinic from May 2013 until January 2014 to
identify those withDSM-5 neurodevelopmental disordeiidie sample set consisted of 590 adult
patients consisting of 566 (96%) African American, 364 (39%) male, 364 (61%) female and the
average age was 45 (range 19 to 78); while the 21 yowthE3 (years) were all African
American, 16 (78%) were male, five were female (24%) and the average age wasge3fur

to 18).Among adult sample set, 224 adults had a clinical profile consistent with neurobehavioral
disorder associated it prenatal alcohol exposureAlso, ten youth met criteria for
neurobehavioral disorder associateithvprenatal alcohol expage. Additionally, the mothers of

the children or adult children with neurodevelopmental disorders were able to give a history that
indicated the etiology of dorder (Bell & Chimata, 2015Most reported being young mothers
who did not know they were pregnt until after the first or second month and who drank during
this period (Bell & Chimata)Neurodevelopmental disorders associated with prenatal alcohol
exposure are a serious public health problem for lom@me African American communities
onChicag 6s South Side.

Metabolic Effects of Prenatal ETOH Exposure

Inappropriate feeding behaviors and poor dietary intake have been linked torchildre
exposed to alcohol in uterdnfants diagnosed with fetal alcohol spectrum disorder
(FASD) and iifead Ilmay Bbe rtehlrated to gastroint
Calcar, Wargowski & Smith, 2014Werts et al. (2014) evaluated the diet and eating
behavior of 19 children diagnosed with fetal alcohol syndrdorhes study is the first to
associate prenatalcohol exposure to female obesity, lack of satiety (and high snacking
behavior), constigtion and low vitamin D statusVerts et al., proposed the lack of
satiety as an effect of poor regulation of neuroendocrine signals that control appetite and
reward in the hypothalams and ventral tegmental ard@oor dietary regulation also
could be a marker for low impulse control that is often observed in those diagnosed with
FASD.

The Role of Choline, Folic Acid and Alcohol in Pregnancy

Data from invivo researctshow compelling evidence for the importance of prenatal chatine i
chil drends n elnvvivo (heimad Iresgaroheasdists us in determining causative
factors that are inferred to human correlational studiegBregnant rodent dams fed a diet liow
choline produced rat pups with diminished neural progenitor cell proliferation in fetal
hippocampusand at same timéhere wasapoptosis (cell deathziesel, 2011; Albright, Tsai,
Friedrich, Mar, & Ziesel, 1999; Albright, Friedh, Brown, Mar & Ziesel1999).Choline is a

major source of methyl groups in DNA; essentially, methylation helps balance and control gene
expression Epigenetic changes related to methylation cause uncontrolled gene expression in
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DNA, which increase the susceptibility to automme and neurodegenerative diseases, cancetr,
and genetic disorders.

Neonates need large amounts of choline to support and sustain ghowittero, the fetus
receives their choline supply vVviathglcamdbent a
fortified by a healthy diet and prenatal vitamins; or deficient by using alcohol andriigs

during the pregnancyCholine diffusion across the blodmtainbarrier is facilitated by a
bidirectional transporsystem.Choline and folate are crucial for cellulafe as it plays an
important role in cell membranes, cell signaling, lkpltblesterol transport, metabolism, spinal
cord (neural tube closure) and brain development, especially in the hippocampus, a structure
involved in learning and memory (Holm&&cNary, Cheng, Mar, Fussell, Zeisel, 1996). Choline

is the precursor to acetylcholine, a neurotransmitter involved in many physiological processes
including but not limited to brain development (cognition, learning and memory), stress
response, sleep and metabm (digestion).

Similar mechanisms may underlie the effects observed from a diet low in choline and folate to
that of fetal alcohol exposure (Zeisel, 201Blcohol has been shown to cause neuro
degeneration and oxidative stress interferes with metapathways affecting the glycolysis,
Krebs cycle and fatty acid metabolism (Thomas, Warren & Hewitt, 2010; Ballard, Sun & Ko,
2012).Alcohol during pregnancy acts as teratogelecreasing the use of folate and increasing
the use of choline as a methylnaw. High risk communities (foodnd healthcare insecurity, low

SES, high crime / community violence, knowledge deficits, etc. ) are especially vulnerable to
alcohol usgand abuse)primary-care providers and prenatal clinics should be on alert for any
paient who meets the diagnostic criteria for alcohol dependence and / or women who already
given birth to a child with FASDThere are many other situations in which the health provider
may have reason to screen for prenatal alcohol exposure or FASD exvériiet, such as patients

may be poor historians, data on the biological mother is unavailable, or women unaware they are
pregnant during the first couple of wedksmonths and drink alcohol (Bell & Chimata, 2015).
What has been demonstrated in the liteeais that patients who are at risk for FASD have poor
nutrition. We know that same systemic effects have been observed from poor diets and alcohol
exposure (as described aboveé).possible solution is to incorporate a vitamin regimen to
pregnant patient®r children with suspected alcohol exposure to provide protection to the
developing brain.

A literature review by Ballard, Sun, & Ko (2012) highlighted the importance of vitamin A, folate
and choline as possible preventive interventions to fetal alcohalr@me.Bell (2015) a
profound researcher on the health disparities in the Afdgaericancommunities in Chicago,
reported a vitamin regimen that includes a eacky dose o600 mg of choline, 400 mcg
folate, 2,000 IU of vitamin Awith a twicea-daydose of 500mg of omegato pregnant patients

that may have ingested alcohol. While the efficacy of this regimen is under investigation, it does
offer a starting point for health providers to consider when there is admittance (or suspicion) of
alcohol int&e during pregnancy.

Vitamin Supplementation for Prenatal Alcohol Exposure

Choline intake during the prenatal period is neuroproteetsgecifically for DNA and histone
methylation to regulate gene expression (Blusztajn & Mellott, 20B¥veral stude
demonstrated vitamin supplementation reduces the effects from fetal alcohol expbsurest
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influential is a pilot study reported by Wozinak et al. (20X3pildren diagnosed with fetal
alcohol spectrum disorder ages-8.years were given 500 mg diaine supplementation for 9
monthsshowed remarkable improvements in memory, cognition and fine motor skills (Mullen
Scales) ann increase in sequential memory ( a hippocardppendent measure) vs. placebo
control. Choline dosages welblerated with mmimal side effects ( 56% of the participants
reported a fishy odor)While the study was not adequately powered to show significance (10
patients per study group) findings are promisifgtamin supplementation, even during
preschool age, ameliorated tmeurodevelopmental effects of-utero alcohol exposuré
marking a critical window for nutritional interventiofihe National Institute for Alcohol Abuse

and Alcoholism is funding the first study (NCT01911299) to examine the effectiveness of
micronutrientsupplementation among women who drank alcohol during pregn&heystudy
evaluated choline supplementation or placebo over -avsek period on children (agesl1b

years old) who were exposed to heavy prenatal alcohol expoBwelas (2014) evaluated
whether choline supplements improved cognitive function (executive function, attention, and

| earning/ memory) along with parentods interpre
treatment periodWhile the results are pending, a nationally fundedichl study does
demonstrate a promise in evaluating vitamin supplements as a treatment options for prenatal
alcohol exposed children.

Animal studies help us bridge the gap between correlation and cauddiiene. are several
animal studies that supportetipremise that nutritional intervention pre or postnatal can reduce
the neurotoxic deficits by alcohol exposukeck & Williams (2003) found prenatal choline
supplementation at different stages during development increased rat pups ability to use
relatioral cues to learn and remembEurther, Thomas, Abou & Dominguez (2009) exposed
pregnant rats to ethanol during gestational dayZ0 (equivalent tofirst, second and third
trimesters) had offspring with reduced birth weight; delays in eye openings @uioabl
deficits) and teeth emergence; alterations in reflexes (neurological defects) and hind limb
coordination and cliff avoidance (depth perception; fear defefi$®mmas et al. (2009) then
evaluated the effects of prenatal choline supplementation ibination of ethanol exposure in
pregnant ratsResults showed that prenatal choline supplementation attenuated the effects of
ethanol on birth weight, teeth emergence, and most behavioral meabuszestingly,
behavioral performance of ethanol exposeghsptreated with choline did not differ from the
control group (Thomas et al., 2009; Zeisel, 20M9greover, blood alcohol concentrations were
unchanged by choline supplementation.

Pattern, Brocardo & Christie (2013) found that om8gean restored gluti@one levels and
prevented oxidative damage caused by prenatal ethanol exposure Anrateega3 enriched

diet from birth until adulthood increased the levels of fatty acids and reduced oxidative stress
from prenatal alcohol exposure in the dentateugypart of the hippocampus responsible for
memory and spatial coding) and cerebellum (responsible for motor control and cognitive
function). In addition, Thomas, Idrus, Monk, & Dominguez (2010) showed that choline
supplementation mitigates behavioral edteons associated with prenatal alcohol exposure in
rats. Daily choline supplementation reversed spatial working memory deficits in rats that were
exposed to alcohol in uterbending support to Thomas et al (2009) findings, Thomas et al.
(2010) did not bserve a decrease in blood alcohol concentrations with choline supplementation.
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Sine Qua Nonr Vitamin Supplementation Over Psychotropic Medication

Fetal alcohol spectrum disorder is a preventable public health problem that is the largest cause of
neurockvelopmental disabilities, cognitive delays and behavioral problems (Bell & Chimata,
2015; Fuglestad, Fink, Eckerle, Boys, Hoecker, & Kroupina, et al., 20h8)findings presented

here suggest supplementation with folate; choline, or8egiad vitamin A dring pregnancy or

in childhood may attenuate oeversedeficits related to fetal alcohol exposufather than
administer psychotropic medication to children under -ysiars old who exhibit
neurodevelopmental deficits as a result of ETOH in utero, uitaopplementation is a valuable,

safer alternative with minimal side effects that should be considered dsérgterapyUnlike

most pediatric medications where dose i s base
doses are not leaving thehealth provider in a dilemma to find a safe, effective dose with
minimal adverse effect®sychotropic medication for children under the age of six changes the
brainbés neur otr ans mttdrm effects arg paorty msderstoodd(Fartitdmn & | o n
Glea®n, 2009).Furthermore, preschoolers metabolize most medications rapidly due to the
hepatic activity during this developmental period (Fanton & Gleason, 2009) creating a wider
window for serious adverse reactions.

Rally Packs Control ETOH Withdrawal

Vitamin supplementation to restore homeostasis for alcohol withdrawal is not a new concept in
medicine. To ameliorate delirium tremens, patients receive benzodiapenzines (to treat
psychomotor agitation), and an IV drip known as a rally pack (banana bagshicwnthiamine

(vitamin B-1), folate and a multivitamin supplemersisch as B1, B2, B6, nicontinamide and

vitamin C ( Kattimani & Bharadwaj, 2013) in isotonic saline with a 5% dextrose solution .
Sometimes magnesium and / or potassium are added to theemedepending on laboratory

results and clinical presentatio@astric malabsorption, chronic malnutrition and abnormal
magnesium metabolism follows alcohol abuses. a result, cellular damage from thiamine
deficiency (Wernicke6s presert o pdtients evithachrdnig dlcoholay a |
use.To lessen cellular damage, parenteral thiamine with glucose is administered.

130



References

Ballard, M. S., Sun, M., &o, K. (2012)Vitamin A, folate, and choline as possible preventive
interventions to fetl alcohol syndromeMedical Hypothesis; 7889493

Bell, C. C. (2015)Prevalence of fetal alcohol exposure in {meome AfricanAmericans
National Association of County Behavioral Health and Developmental Disability Directors.

Bell, C. C. & Chimata, R(2015).Prevalence of neurodevelopmental disorders among low
income AfricarRAmer i cans at a c¢ | i niPgychiatnc S€&vVices0algods Sout

Blusztajn, J. K. & Mellott, T. J. (2012 holine nutritional programs brain development via dna
ard histone methylatiorCentral Nervous System Agents in Medicinal Chemistry82-24.

Fanton, J., Gleason, M. M. (200®sychopharmacology of preschoolers: a critical review of
current conditionsJournal of Child and Adolescent Clinics of North Amerit&(3): 75371.

Fuglestad, A. J., Fink, B. A., Eckerle, J. K., Boys, C. J. Hoecker, H. L., & Kroepiala (2013).
Neurotoxicology and Teratology, 3928 132.

HolmesMcNary, M., Q., Cheng, W., Mar, M. Fussell, S., Zeisel, S. (1996dline and cholia
esters in human and rat milk and infant formwleserican Journal of Clinical Nutrition64,
572576.

licol, Y. O., Ozbek, R., Hamurtekin, E., Ulus, I., H. (2005). Choline status in newborns, infants,
children, breastfeeding women, bretest infants ad human breast milklhe Journal of
Nutritional Biochemistry: 8 (16489-499.

Institute of Medicine, National Academy of Sciences USA. (1998). Choline. In: Dietary
reference intakes for folate, thiamin, riboflavin, niacin, vitamin B12, panthothemgiotin
and choline. Washington, DC: National Academy press, #4220
http://www.ncbi.nlm.nih.gov.proxy.cc.uic.edu/books/NBK114308/#!p0=38.3333

Kattimani, S & Bharadwaj, B. (2013Clinical management of alcohol withdrawal: a system
review.Industrial Psybiatry Journal, 22(2)L00-108.

Meck W. H., & Williams, C. L. (2003)Metabolic imprinting of choline by its availability during
gestation: implications for memory and attentional processing across the lifSispaiascience
and Biobehavioral Reviews; 2385-399.

National Institute for Alcohol Abuse and Alcoholism; San Diego State University. Choline
supplementation in children with fetal alcohol spectrum disorders. In: ClinicalTrials.gov.
Available fromhttps://clinicaltrials.gov/show/NCT01911298 M Indentifier: NCT01911299

Thomas, J. D., Abou, E. J., & Dominguez, H. D. (200®enatal choline supplementation
mitigates the adverse effects of prenatal alcohol exposure on developmental rats.
Neurobxicology Teratology: 31303-311.

131


https://clinicaltrials.gov/show/NCT01911299

Werts, R. L., Van Calcar, S. C., Wargowski, D. S., & Smith, S. S. (20iz)propriate feeding
behaviors and dietary intake in children with fetal alcohol spectrum disorder or probable prenatal
alcohol exposureédlcoholism: Clinical and Experimental Research, 33, 871878.

Wozniak, J. R., Fuglestad, A. J., Eckerle, J. K., Kroupina, M. G., Miller, N. C., Boys, C. J. et al.
(2013). Choline supplementation in children with fetal alcohol spectrum disorders has high
feasbility and tolerability.Nutrition Research: 33 (11897-904.

Zeisel, S. H. (2011)What choline metabolism can tell us about the underlying mechanisms of
fetal alcohol syndrome disordeiMdolecular Neurobiology; 44185191.

Zeisel, S. H. (2006)The fetl origins of memory: the role of dietary choline in optimal brian
developmentJournal of Pediatrics: 149%5131S136.

Zeisel, S. H., Char, D., & Sheard, N. F. (19&8holine, phosphatidylcholine and
sphingomyeline in human and bovine milk and infaninfiglas.Journal of Nutrition: 11650-58.

132



